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AN ANALYSIS OF 


Since the description by Hippocrates in the fifth cen- 
tury B. C. of clubbed fingers occurring in a patient with 
empyema, there has been recurrent interest in the artic- 
ular manifestations of thoracic diseases. This interest has 
been intensified since a report by Craig ' in England in 
1937 and Van Hazel? in the United States in 1940 
describing the joint changes occasionally seen in asso- 
ciation with intrathoracic tumors. With the increasing 
incidence of bronchogenic carcinoma, other reports have 
appeared in the literature dealing with the articular mani- 
festations as occasionally seen in conjunction with this 
lesion. 

A discussion of this condition inevitably involves the 
term “hypertrophic pulmonary osteoarthropathy” and 
just how much this term should include. Although 
Marie’s original definition employed the word “osteitis,” 
which precludes simple clubbing that is a proliferative 
change of the soft tissues about the terminal phalanges, 
Locke ® stated, “Marie believes that the hippocratic fin- 
gers seen with various lung diseases are not essentially 
different from those observed with osteo-arthropathy.” 
Further, Locke took roentgenograms of extremities of 
39 patients exhibiting asymptomatic clubbing. In 12, the 
long bones showed periosteal proliferation. He concluded 
that osteoarthropathy is but an exaggerated form of club- 
bing and not necessarily symptomatic. Bauer‘ in his 
definition of hypertrophic pulmonary osteoarthropathy 
included both the elements of clubbing and long bone 
hypertrophy. Later he spoke of clubbing as being the 
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localized form, the long bone involvement as represent- 
ing the generalized form of osteoarthropathy. There has 
been some discussion whether the terminal phalanges 
ever show any true bony change in this condition. Temple 
and Jaspin ° have studied this and concluded, “There are 
no bony changes in the terminal phalanges in hyper- 
trophic osteo-arthropathy and the findings of lateral pro- 
jection of the tuft can be seen in normal patients.” 
Compere and associates ° have stated that the terminal 
phalanges have no periosteal covering with which to 
react. 

Although clubbing usually precedes the development 
of long bone periosteal proliferation, there are numerous 
reports that proliferation of the long bones is the pre- 
cursor.’ It would appear that Hansen’s * explanation of 
the entire problem is reasonable. In his opinion, clubbing 
and osteoarthropathy are similar reactions. However, the 
former is prone to occur in association with diffuse pul- 
monary disease, such as bronchiectasis, and develops and 
disappears slowly. On the other hand, the periosteal pro- 
liferation reaction is more likely to occur with a localized 
pulmonary lesion such as carcinoma, it affects the larger 
joints, and it has a more rapid course in its development 
and disappearance. Either may precede the other and 
may be independent of the other. 

The articular manifestations of a pleuropulmonary 
lesion are usually digital clubbing or long bone periosteal 
proliferation, or both, with or without articular symp- 
toms and findings similar to those encountered in rheu- 
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matoid arthritis. These are objective manifestations. 
Occasionally, there may be arthralgia with no objective 
evidence. Such a manifestation is usually associated with 
a pleural mesothelioma but can also occur with a pul- 
monary malignant lesion. In these cases, resection of the 
pleural or pulmonary lesion usually cures the arthralgia, 
and it is probable that there has been insufficient time for 
clubbing or bony changes to occur. However, the pos- 
sibility of an early concomitant rheumatoid arthritis must 
be kept in mind. In such patients, after the offending 
pathological change in the chest is removed, there may 
be relief of the arthralgia for several days or weeks only 
for the arthralgia to recur promptly. This phenomenon 
has been attributed to the anesthesia and surgical pro- 
cedure stimulating the adrenal cortex.® In this study sev- 
eral such examples were found. 

While the many causes, both intrathoracic and extra- 
thoracic, of hypertrophic osteoarthropathy have been 
reviewed in the literature and the relative incidence of 
each has been discussed, there has been little mention 
of the frequency of its appearance in association with 
specific disease entities. In Poppe’s *° report, the inci- 
dence of arthropathy occurring in pulmonary suppurative 


Relative Incidence of Pulmonary Osteoarthropathy as Seen 
in Pleuropulmonary Resections 


Arthropathy Incidence, 
Resections Present % 
Pleural mesothelioma 8 57.1 
Bronchiectasis 18 9.5 
Bins sb cousiceanecncuves 6 17.6 

3 10.0 
Malignant tumor 25 5.2 
Tuberculosis 5 1 


Miscellaneous benign tumors, 
granulomas, ete ‘ 0 


Specific Lesion 


Total ,02 61 6.0 


disease and in tuberculosis is discussed, but the two dis- 
eases are considered separately and there appears to have 
been some selection of cases included in Poppe’s study. 

In an attempt to determine the incidence of occurrence 
of pulmonary osteoarthropathy in pulmonary and pleural 
lesions, approximately 1,000 consecutive cases in which 
pulmonary resection was performed were reviewed. In 
this series of 1,024 resections, pulmonary osteoarthrop- 
athy was noted in 61 instances, giving an over-all inci- 
dence of approximately 6% . These 61 instances occurred 
in association with pleural mesothelioma, bronchiectasis, 
lung abscess, pulmonary cysts, bronchogenic carcinoma, 
and pulmonary tuberculosis. The relative frequency with 
which arthropathy occurred in each group is indicated 
in the table. 

That these figures have been obtained from cases in 
which resection was performed must be emphasized. 
Material gathered from purely medical sources may in- 
volve more chronic diseases and inoperable carcinomas 
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that could alter the relative incidence. In our discussion 
we shall review the arthropathy as seen in each specific 
lesion. 

PLEURAL MESOTHELIOMA 

In this series, the highest incidence of articular mani- 
festations associated with a pleuropulmonary lesion was 
seen in the pleural mesothelioma group. This high inci- 
dence was emphasized by Clagett *! in 1952. 

Benoit and Ackerman ** have recently described six 
cases of pleural mesothelioma. In three, the presenting 
complaint was of severe arthralgia and associated club- 
bing of the digits. These authors mentioned that the dif- 
fuse type of mesothelioma does not produce clubbing. 
This has not been our experience. ; 


In this series of 1,024 consecutive operations, there 
were 13 cases of solitary localized pleural mesothelioma 
for which resection was performed. There was one case 
in which a diffuse malignant mesothelioma was inoper- 
able. Of the 14 patients, 8 (57.1%) had symptoms or 
physical findings, or both, referable to the joints. In six 
patients, arthralgia was the initial and predominant com- 
plaint. Four had no thoracic symptoms of any kind. The 
duration of arthralgia in patients with joint symptoms 
varied from 3 months to 16 years before operation. 

Clubbing of the fingers was noted in five of the eight 
patients. Of three patients in whom clubbing was not 
noted, one had arthralgia for only three months, and the 
other two had only mild and transient joint pains. Osse- 
ous roentgenograms were obtained in only two of the 
eight patients. 

One patient was a 37-year-old white man who com- 
plained of pleurisy for two years, clubbing of the nails, 
and painful swelling of both ankles and knees for four 
months. Roentgenograms of the ankles were interpreted 
as normal. At thoracotomy, an inoperable diffuse malig- 
nant mesothelioma was found. One year later the patient 
was still alive. His arthralgia had progressed. 

The second patient was a 47-year-old white woman 
who for 16 years had complained of intermittent but 
progressive painful swelling, migratory in nature, involv- 
ing both wrists, hands, ankles, elbows, and knees. Her 
only complaint referable to the thorax was dyspnea of 
eight months’ duration. Roentgenographic studies of the 
joints mentioned were carried out. Periosteal prolifera- 
tion was noted only at the distal ends of the femurs. 
Marked clubbing of the fingers and toes was known to 
have been present for 13 years. At thoracotomy, a huge 
mesothelioma found to be filling most of the left side of 
the chest was resected. On awakening from the anes- 
thesia, this patient commented that her joint pains had 
disappeared. Ten days postoperatively, there was a def- 
inite decrease in the clubbing. Seventy days after oper- 
ation, it was estimated that the clubbing had regressed 
75%, and at 4 months, 90%; 18 months after operation 
her digits were judged to be normal. She has remained 
free of her arthritis. 


BRONCHIECTASIS 


Although Poppe *° reported a 79% incidence of club- 
bing in patients with bronchiectasis and chronic lung 
abscess treated by pulmonary resection, he disqualified 
170 cases in which there was no description of the fin- 
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gers. If we assume that these patients exhibited no club- 
bing, then the incidence of clubbing in Poppe’s series 
would be about 30%. 

In our series, there were 189 pulmonary resections 
for bronchiectasis. Of these 189 patients, 18 had club- 
hing of the digits. There was no instance of associated 
arthritis in this group. This is an incidence of approxi- 
mately 10%. 

We have noted that very frequently the patients with 
bronchiectasis are unaware that their nails are abnormal 
or are ignorant as to the duration of the clubbing. Since 
the average duration of productive cough in this group 
was 13 years, it appears that the development of club- 
bing was such an insidious process that the patient was 
unaware of it. There was no complaint of arthralgia in 
any of those patients exhibiting clubbing. No bone roent- 
genograms were obtained in these cases, so no statement 
can be made about the presence or absence of bony 
changes. However, in view of Locke’s findings quoted 
earlier, there is a good possibility that some of these 
patients would have exhibited asymptomatic periosteal 
proliferation of the long bones. 

Generally speaking, the clubbing was most marked in 
bronchiectatic patients with extensive disease of long 
duration. Because of insufficient follow-up information, 
in most cases we have been unable to estimate the degree 
of regression of clubbing after operation. However, in 
one patient in whom it was known that clubbing had 
developed 13 years after onset of a productive cough, 
there was definite but gradual regression of the clubbing 
after operation. 

LUNG ABSCESS 

There were 34 patients who underwent pulmonary 
resection for lung abscess. Of this number, six (17.6% ) 
exhibited clubbing of the digits. There was no recorded 
instance of arthralgia in this group. 

As emphasized by others, clubbing in association with 
lung abscess is prone to develop more rapidly than that 
accompanying bronchiectasis. With the exception of one 
case, the duration of chest symptoms in this group of 
patients averaged 13 months. Osseous roentgenograms 
of hands and wrists were obtained in only one patient 
with rather marked clubbing of the digits, and these 
roentgenograms were negative. 


PULMONARY CYST 


There were 30 patients who underwent resection for 
either bronchogenic or parasitic lung cysts. Three (10% ) 
had some articular manifestation. Two exhibited only 
clubbed digits, and one had arthralgia. 


One patient with an infected calcified bronchogenic 
cyst presented an interesting problem. This patient was 
a mildly cyanotic, 25-year-old white man who had 
marked digital clubbing and who had had a severe pro- 
ductive cough for as long as he could remember. For the 
past two years he had experienced marked pulmonary 
hemorrhages. In the course of his examination, a con- 
genital heart defect was discovered. It was felt that this 
might explain the clubbing. However, the results of all 
blood chemistry studies were normal, and, therefore, it 
Was not possible to definitely attribute the clubbing of the 
digits in this man to the cardiac lesion. 
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The second patient, a 36-year-old white woman, had 
mild migratory joint pains for only a few weeks before a 
lesion in the right lower lobe was detected on a chest 
roentgenogram. At thoracotomy, an example of pulmo- 
nary sequestration was encountered in which a congenital 
cyst in the lower lobe was associated with an aberrant 
artery from the aorta. 

The third patient proved to have echinococcus cysts 
involving the left lower lobe and right middle lobe. She 
gave a history of coughing up blood and cyst contents 
for four years and she had rather marked digital club- 
bing. She was unaware of its duration. 


PULMONARY MALIGNANT LESIONS 


In the recent literature, there have been some reports 
of pulmonary malignant lesions associated with symp- 
toms suggesting rheumatoid arthritis or rheumatic fever. 
The impression is given that this is a common association. 
Actually there is little available information regarding 
the exact incidence, and that found is conflicting. Ac- 
cording to Alvarez,'* of 47 patients who underwent pul- 
monary resection for early bronchogenic carcinoma, 12 
presented themselves with a “rheumatoid syndrome.” 
In his opinion, this is one of the commonest manifesta- 
tions of pulmonary malignant lesions. Shapiro,** on the 
other hand, reviewed the case histories of 50 consecutive 
patients who had lung cancer and found only 4% to have 
pulmonary osteoarthropathy. Hansen* reviewed 100 
cases of bronchogenic carcinoma. In 12, joint symptoms 
were present, and in 4 they were the initial symptoms. 
Pulmonary resection was carried out in 56 cases. In only 
five of these was there arthralgia. 

In our study, resection for malignant tumors involving 
the lungs was carried out in 481 instances. The majority 
of the lesions were bronchogenic carcinoma, although a 
few sarcomas and metastatic lesions were included. In 
only 25 of this number were there articular manifesta- 
tions, an incidence of 5.2% . Although the 25 cases com- 
prise 41% of the total number exhibiting osteoarthrop- 
athy, it must be remembered that the malignant tumors 
made up almost 50% of the total resections. Thus the 
true incidence of articular changes associated with lung 
carcinoma is almost 1% less than the over-all incidence. 

In the carcinoma group, clubbing of the digits was 
present in 23 of the 25 patients and was the commonest 
articular manifestation. It was usually of a severer de- 
gree than that seen in the patients with suppurative dis- 
ease of the lung and was more frequently noted and 
commented on by the patient. 

One patient had severe asymptomatic clubbing and no 
associated arthralgia. Roentgenograms of the hands re- 
vealed marked thickening of the metacarpals and proxi- 
mal phalanges. 

In another patient, clubbing was limited to the fingers 
of the right hand. Roentgenograms of the hands, fore- 
arms, legs, and feet were negative. The patient was un- 
aware of the duration of the clubbing but had had a 
productive cough for one year. A right hilar mass was 
detected by thoracic roentgenologic examination. Sub- 
sequently, right pneumonectomy was performed for a 





13. Alvarez, G. H.: Clinical Diagnosis of Cancer of the Lung, Rev. 
Asoc. méd. argent. 62: 690 (Nov. 30) 1948; abstracted, J. A. M. A. 140: 
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grade 4 squamous cell epithelioma involving the right 
lower and middle lobe bronchi and forming a mass 5 cm. 
in diameter. Postoperatively there was no mention of the 
fate of the clubbing. According to Mendlowitz,'* the com- 
monest cause of unilateral clubbing is an aneurysm of the 
aorta, the innominate artery, or the subclavian artery. 
Such a lesion was not present in this patient. 

Nine patients complained of painful joints often asso- 
ciated with some swelling. These manifestations were 
usually migratory in nature. Only two in this group did 
not show digital clubbing. The involved joints were most 
commonly the ankles, knees, wrists, and hands. Fre- 
quently, in these patients there was an associated depend- 
ent edema of the lower extremities. In four patients, 
osseous roentgenograms exhibited periosteal proliferation 
occurring most commonly in the distal portions of the 
upper and lower extremities. Pertinent roentgenograms 
of bone were negative in one patient, and no films were 
obtained in the remaining four patients. 

The one patient with arthralgia and negative roent- 
genograms of bone was a 46-year-old man who com- 
plained of painful swelling of his knees, ankles, wrists, 
and shoulders for three and a half months. He had no 
chest symptoms. Osseous roentgenograms revealed only 
soft tissue swelling of both ankles. After right pneumo- 
nectomy had been done, he remained free of his arthral- 
gia for six months. Then a recurrence of both his arthritis 
and his cancer developed, and he subsequently died. 

In six patients, the arthralgia preceded by two months 
to three years the development of chest symptoms, and 
in one the two symptom complexes developed simul- 
taneously. In a few instances, patients had received vig- 
orous treatment for rheumatoid arthritis before their 
pulmonary lesion was discovered. 

There were three patients in whom progressive club- 
bing without associated arthralgia preceded the develop- 
ment of chest complaints. In two of these patients the 
clubbing was of unknown duration, and in the third it 
was of eight months’ duration. 

The dramatic relief of arthralgia that these patients 
may experience after extirpation of the “trigger lesion” 
is truly amazing. One man experienced such pain on the 
slightest movement that he kept himself practically im- 
mobile. He literally had to be carried to the operating 
table. Shortly after awakening from the anesthesia for 
pulmonary resection, he was free of his joint pain. 

Of the seven patients in whom arthritis was noted prior 
to or simultaneous with the chest complaints, there was 
marked relief of articular pain immediately after opera- 
tion in six. One patient experienced little relief until one 
month postoperatively. Recurrence of arthritis devel- 
oped four months later; at this time a recurrence of his 
carcinoma was also detected. Likewise, recurrence of 
arthralgia developed in two others at four and a half and 
six months postoperatively, and they both died of their 
cancers shortly thereafter. (One of these has been referred 
to previously.) Two were reported free of arthritis at 
six months and one year. We have no follow-up record 
on one, and another has subsequently died with the ar- 





14. Mendlowitz, M.: Clubbing and Hypertrophic Osteoarthropathy, Medi- 
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thritic status unknown. We have no data regarding the 
fate of the digital clubbing after resection in this group. 

Most of the carcinomas of the lung with joint symp- 
toms were of squamous cell type. In five instances cayj. 
tation of the tumor had occurred. 


PULMONARY TUBERCULOSIS 


In the older literature, tuberculosis has received at- 
tention as a common cause of osteoarthropathy. Locke : 
stated that it is probably the most frequent cause. Gil- 
more and Black,’* in 1921, said they found clubbing in 
75 to 95% of the patients in a large tuberculosis center. 
Poppe,'® in 1947 stated that 25% of patients examined 
in a tuberculosis sanatorium exhibited clubbing of the 
fingernails. . 

In our series of 157 resections done for pulmonary 
tuberculosis, only one patient showed digital clubbing. 
and this patient had a mixed tuberculous empyema of 
four and a half years’ duration. After pneumonectomy 
and thoracoplasty were performed, marked regression of 
the clubbing occurred. 

We believe there are three factors that have lessened 
the incidence of pulmonary osteoarthropathy attributed 
to pulmonary tuberculosis. First, bronchogenic carci- 
noma is not now as frequently misdiagnosed as tuber- 
culosis. Second, better and earlier treatment has lessened 
the suppurative complications that have accounted for 
much of the arthropathy. Finally, the source of the ma- 
terial, whether it is gathered from a tuberculosis sana- 
torium or a general hospital, will explain much of the 
discrepancy in recent figures. 


COMMENT 


In reviewing our data, it becomes apparent that digital 
clubbing was the commonest manifestation of pulmonary 
osteoarthropathy. Fifty-five of the 61 patients presenting 
some articular manifestation exhibited digital clubbing. 
In the pulmonary suppurative conditions, it was noted in 
every patient. Clubbing was absent in three patients who 
had a pleural mesothelioma, and only two patients with 
carcinoma failed to show this local form of osteoarthrop- 
athy. Although clubbing usually precedes the develop- 
ment of bony involvement, there are the reports in the 
literature previously referred to in which the generalized 
form was noted prior to the local. In Rasmussen’s *” case, 
this interval was one year. In those cases in our series 
in which clubbing was absent in the presence of arthral- 
gia, the time interval between the onset of arthralgia and 
resection of the thoracic lesion was three months or less 
or the arthralgia was mild. 

We have concluded that, in those patients with a chest 
lesion exhibiting severe arthralgia and in whom digital 
clubbing has not developed in a reasonable length of 
time, the arthralgia is probably not due to the thoracic 
pathological change. We have seen several patients with 
rheumatoid arthritis and a coincidental pulmonary lesion 
but with no associated clubbing. 

That the observation of simple clubbing may have 
great clinical significance is illustrated by a patient who 
had nail clubbing but a presumably normal thoracic 
roentgenogram. The consultant, not satisfied, investi- 
gated further, and a small, resectable bronchogenic cat- 
cinoma was discovered. 
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In the suppurative and tuberculous group, not one 
atient complained of arthralgia. It appears that this 
articular manifestation is practically always due to either 
a pleural mesothelioma or a pulmonary malignant lesion. 
This information would be of value when one is con- 
fronted with a patient with generalized osteoarthropathy 
in whom the differential diagnosis of tuberculosis versus 
carcinoma arises. We believe that in such a situation one 
could heavily rely on the diagnosis of carcinoma. 

As to the pathogenesis of pulmonary osteoarthrop- 
athy, as many have stressed, no one hypothesis explains 
each and all cases adequately. In our series, we have 
searched for some common denominator in way of ex- 
planation. Since pleural mesotheliomas, which have the 
highest associated incidence of arthropathy, invariably 
have a pleural origin, we have examined our other pa- 
tients for possible pleural involvement. According to the 
surgeon’s note, in the suppurative group there was 
marked pleural inflammation in 22 of the 26 resections. 
In the group with malignant lesions, in eight instances 
the carcinomatous process involved the pleura directly, 
in two additional cases an extrapleural dissection was 
required to resect the lung, and in six the adhesions were 
described as marked, in five as moderate, and in only 
four as absent. 

As the mesothelial cells of the pleura are pluripotential, 
one wonders if stimulation of them might release some 
osteoblast-stimulating substance that could induce the 
articular and bony response. 

Hansen * and others have expressed the belief that the 
development of pulmonary osteoarthropathy is due to a 
“nervous reflex from the lung,” and, thus, simple hilar 
dissection results in a “neurectomy” and cure of the ar- 
thralgia. We do not believe this hypothesis to be tenable, 
for anesthesia alone by inducing a cortisone-like response 
has been known to cure the arthralgia temporarily. 
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SUMMARY AND CONCLUSIONS 

The incidence of pulmonary osteoarthropathy was 
determined in 1,024 patients who underwent pleuro- 
pulmonary resections, and it was found that the common- 
est articular manifestation is clubbing of the nails. That 
simple clubbing and true periosteal proliferation are sim- 
ilar reactions there seems to be little doubt. Hansen’s 
explanation of the problem appears to be sensible. 

When one is confronted with a patient with severe 
arthralgia that has preceded the development of symp- 
toms referable to the chest or the discovery of pleuro- 
pulmonary pathological changes, the lesion in question 
will most likely prove to be either a pleural mesothelioma 
or a pulmonary malignant lesion. Total resection of the 
lesion will cure the arthritis. However, if the lesion recurs, 
the arthritis will likely recur. 

Occasionally a pleuropulmonary lesion can cause 
arthralgia in which there are no corroborative objective 
findings, nail clubbing or bony changes. Pleural meso- 
thelioma is the most likely cause, but pulmonary carci- 
noma may be responsible. Although pulmonary malig- 
nant lesions, by sheer force of numbers, are responsible 
for a large percentage of examples of pulmonary osteo- 
arthropathy, the incidence of osteoarthropathy among 
persons undergoing resection of pulmonary malignant 
lesions is not as great as the incidence in those under- 
going pulmonary resection for all causes. Uncomplicated 
pulmonary tuberculosis is unlikely to induce pulmonary 
osteoarthropathy. 

With the increasing awareness by the physician that 
the fingernails afford valuable clues to diagnosis, a higher 
over-all incidence of pulmonary osteoarthropathy will be 
found. Although many hypotheses have been offered, the 
most likely seems to be that pleural stimulation or involv- 
ment by the thoracic lesion may possibly be a factor in 
the pathogenesis of pulmonary osteoarthropathy. 





REHABILITATION 





Until recent years there had been relatively little dis- 
cussion in the literature of the problems of the hemiplegic, 
and few concise reports about prostheses and the training 
of amputees. With the impetus of World War II and the 
Korean conflict, many important contributions to the 
treatment of hemiplegics and amputees have been made. 
From these contributions has arisen a concrete concept 
of the proper treatment of the hemiplegic‘ and the am- 
putee *; however, there is little mention in the literature 
of the patient who has both of these major disabilities 
in combination. Only one case report of the successful 
rehabilitation of the hemiplegic amputee could be found 
in a review of the literature. Rudin, Levine, Hayes, and 
Cronin * report a case of a diabetic man, 53 years old, 
who sustained an operative amputation of the right lower 
extremity below the knee because of diabetic gangrene 


OF THE HEMIPLEGIC AMPUTEE 
Abraham O. Posniak, M.D., Charles Long II, M.D., Michael M. Dacso, M.D. 


Howard A. Rusk, M.D., New York 







of the toes. One year later, before ambulation training, 
the patient had right hemiplegia with aphasia. He was 
subsequently fitted with a prosthesis and became inde- 
pendently ambulatory. This report probably represents 
the isolated experience of many other observers, partic- 
ularly those working with the residuals of gunshot 
wounds in the armed forces. 





From the departments of physical medicine and rehabilitation, New 
York University College of Medicine, New York University-Bellevue Medi- 
cal Center, and Goldwater Memorial Hospital, Welfare Island, New York. 
Clinical Fellow in Physical Medicine and Rehabilitation, U. S. Public 
Health Service (Dr. Long). Dr. Posniak is now at the Department of 
Physical Medicine and Rehabilitation, New York Medical College. 

1. Rusk, H. A., and others: Hemiplegia and Rehabilitation, Seminar, 
West Point, Pa., Sharp & Dohme, Jan.-Feb., 1952. 

2. Canty, T. J.: Amputee Rehabilitation, Arch. Phys. Med. 32: 219-221 
(April) 1951. 

3. Rudin, L. N.; Levine, L.; Hayes, E. R., and Cronin, D. J.: Rehabili- 
tation of the Hemiplegic with Orthopedic Disabilities, Occup. Therapy 
30: 14-17 (Feb.) 1951. 













1464 THE HEMIPLEGIC AMPUTEE—POSNIAK ET AL. 


Certain misconceptions exist concerning the advis- 
ability of fitting a hemiplegic amputee with a limb. It is 
the feeling of many that the high cost in time, personnel, 
and money is not repaid in the rehabilitation of these 
patients. The argument is often presented that the limb 
would cost too much and the patient would not use it. 
It is the purpose of this paper to show that the rehabilita- 
tion of the hemiplegic amputee not only is possible but 
in some cases is indicated. 


FACTORS INFLUENCING REHABILITATION 


Order of Occurrence.—The ease of training the hemi- 
plegic amputee depends to some degree on whether the 
hemiplegia or the amputation occurred first. The patient 
who has spent several years becoming accustomed to an 
artificial limb, uses it well, and considers it a part of him- 
self will have relatively little trouble relearning the use 
of the prosthesis after a stroke. The management of such 
a patient presents few variations from the management 
of the patient with uncomplicated hemiplegia; however, 
in the patient who has an amputation after a cerebro- 
vascular accident, the difficulties of postprosthetic train- 
ing are superimposed on the already existing dyskinesia. 
“Routine” amputee ambulation training must be re- 
placed by methods designed to produce compromise 
patterns of motion that, though not normal, will be func- 
tional for the individual patient. 

Laterality—The hemiplegic amputee is severely 
handicapped, whether his amputation and stroke are on 
the same or opposite sides. If the amputation and the 
hemiplegia are ipsilateral, the stump will have poorly 
controlled, and often paretic, musculature; position sense 
may be lost in the stump. The control of an above-knee 
prosthesis under such circumstances is difficult but not 
impossible. If the patient has contralateral disabilities, 
he will have one leg bearing a prosthesis and the other 
afflicted with a severe handicap in the form of an upper 
motor neurone paralysis or dyskinesia. The corollary 
to this fact is important. One of the criteria of training 
amputees has been the idea that a patient cannot be ex- 
pected to walk with a prosthesis if he cannot learn to 
walk with crutches on his single remaining leg. This ob- 
viously does not apply to the contralateral hemiplegic 
amputee. He cannot be expected to walk on the hemi- 
plegic leg alone, particularly if he has upper extremity 
involvement that necessitates the use of only one cane 
or crutch. The addition of a prosthesis to the “normal” 
leg of this type of patient will add the necessary incre- 
ment of function for ambulation. The contralateral hemi- 
plegic amputee therefore represents one instance in 
which prosthetic replacement of the amputated extremity 
is mandatory. This is particularly true if the amputation 
is below the knee, making the training of the amputated 
leg relatively simple. Without the prosthesis the patient 
is confined to a wheel chair; with the prosthesis the pa- 
tient may ambulate independently. 

Degree of Central Nervous System Damage.—The 
ease of rehabilitation is directly related to the degree of 
damage caused by the initial central nervous system le- 
sion. One factor reflecting the degree of central nervous 
system damage is the amount of paralysis. The degree 
of paralysis determines the type and amount of bracing 
that will be required. A patient could have a complete 
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paralysis on one side and an above-knee amputation on 
the other. Such a patient, fitted with one long leg brace 
and one full-length prosthesis, would have many of the 
problems of the patient with bilateral amputations aboye 
the knees. 

The degree of central nervous system damage also 
determines the amount of disability in the upper extrem. 
ities. This factor in turn determines whether the patien; 
can use two crutches for the usual type of amputee am. 
bulation training or whether he must be restricted to g 
single cane or crutch, held in the hand opposite the hemi. 
plegia. Laterality thus becomes an extremely important 
factor if the upper extremity is severely involved. If the 
hemiplegia and the amputation are contralateral, the pa- 
tient is faced with the problem of carrying the crutch 
on the same side as the amputated extremity. An evaly- 
ation must be made of the relative severity of the ampv- 
tation and the hemiplegia; a decision must be made as 
to which side should be supported. If a contralateral 
hemiplegia is severe and the amputation is below the 
knee, the patient can use a two-point gait with normal 
crutch and hemiplegic foot; however, if the amputation 
is above the knee, it may be advisable to support the 
prosthesis with an ipsilateral crutch. 

One of the most important determining factors in re- 
habilitation is learning ability. Learning ability is es- 
sential to all phases of preprosthetic and postprosthetic 
ambulation training. Severe loss of learning ability due to 
brain damage therefore represents one of the few abso- 
lute contraindications to rehabilitation of the hemiplegic 
amputee. This may appear as memory loss, disorienta- 
tion or perseveration, or an inability to understand in- 
structions. Although we have seen no substantiating 
cases, it can be assumed that the presence of hemianopsia 
would be a partial deterrent in rehabilitation. Cerebral 
lesions often result in a difficulty of balance in the af- 
fected part. This difficulty can be measured by testing 
for the Romberg sign. Since this testing in the hemiplegic 
amputee is necessarily limited to one leg, the sign is not 
necessarily a manifestation of true ataxia; when the sign 
is elicited in a spastic hemiplegic limb it may simply repre- 
sent the dyskinesia secondary to the spasticity itself, with 
no inherent involvement of cerebellar pathways. At any 
rate, the sign is indicative of decreased equilibrium con- 
trol and is a negative factor in rehabilitation. More easily 
identifiable types of dyskinesia are often present and are 
also deterrents to rehabilitation; these include spasticity, 
dysmetria, and dissociation of synergistic control (as in 
loss of foot dorsiflexion with the knee extended). 


Level of Amputation.—For hemiplegics as for other 
patients, the rehabilitation process is more rapid with 
below-knee amputations than with those above the knee, 
all other factors being equal. Certain combinations of 
other factors, such as laterality and upper extremity in- 
volvement, could combine to produce a worse result in 
a given patient with amputation below the knee. 

General Factors.—General factors in rehabilitation of 
the hemiplegic amputee include those common to all re- 
habilitation patients and certain others peculiar to the 
hemiplegic amputee. Among the general factors common 
to all rehabilitation, the most important is motivation. 
Internal motivation is a sine qua non to the achievement 
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of complete physical and social rehabilitation. Also rele- 
yant to the outcome of therapy is the family constellation 
in which the individual patient is set; cooperation, love, 
and understanding by the family are essential to rehabili- 
tation. The factor of age as a limiting influence is un- 
doubtedly important, but has been shown that chrono- 
logical age alone is not a measure of physiological prow- 
ess, In assessing patients for rehabilitation, hemiplegic 
amputees included, a physiological estimate of the pa- 
tient’s capacities takes precedence over chronological 
age. Incidental to age is the development of poor eyesight, 
particularly through the formation of lenticular opacities. 
In the presence of severe restriction of eyesight the pro- 
vision of a prosthesis may be contraindicated. Age alone 
never represents a contraindication to the fitting of a 
prosthesis. ; 

The very nature of paralysis and amputation often im- 
plies an underlying disease. This pathological process 
must be considered in judging the advisability of training 
the hemiplegic amputee. Frank cardiac insufficiency is 
a contraindication to rehabilitation training. This contra- 
indication can be canceled if the cardiac condition is 
brought under control by medical or surgical measures. 
It is therefore advisable to evaluate the cardiac reserve 
of the patient before starting an extensive rehabilitation 
program. 

The commonest cause of amputation in persons al- 
ready having hemiplegia is vascular insufficiency, usu- 
ally arterial. Diabetes is a frequent associated finding. 
Severe arterial insufficiency, or impending gangrene, are 
absolute contraindications to the rehabilitation of the 
hemiplegic amputee. In our experience moderate inter- 
mittent claudication is not a contraindication to the pre- 
scription of a prosthesis. Evaluation of activity of the 
underlying process is of utmost importance. The pro- 
gression of such activity is an absolute contraindication 
to total rehabilitation of the hemiplegic amputee. 






























REPORT OF CASES 


Case 1.—The patient, a 58-year-old Negro man, suffered a 
moderately severe right hemiplegia accompanied by ptosis of 
the left eyelid in March, 1952. He recovered partially and was 
able to walk without support prior to the onset of gangrene 
of the right foot in July, 1952. Right mid-thigh amputation 
was performed in July, 1952. He was found to be diabetic and 
was controlled with 15 units of protamine zinc insulin daily 
plus an adequate diet. When examined on June 24, 1953, he 
had dysdiadochokinesia of the right hand, with a Hoffmann’s 
sign on that side. There was hypesthesia of the right hand and 
the lateral surface of the right stump. No Romberg sign was 
elicited on the left, and the patient was walking well on his 
single leg with crutches. There was moderate ptosis of the left 
eyelid. When the patient was reviewed on Nov. 6, 1953, the 
neurological signs had not changed. The patient had been fitted 
with a conventional above-knee prosthesis with pelvic band 
attachment; he was walking well with crutches using a three- 
point gait. When a test was made, no Romberg sign was elicited 
for the left leg or for both legs together; however, the patient 
was completely unable to balance on the right leg alone. A 
15 degree flexion contracture of the stump did not significantly 
limit ambulation. On Dec. 18, 1953, the patient was discharged 
home, able to walk on rough surfaces and to climb stairs. He 
used two Canadian canes. 

Cast 2.—The patient, a 66-year-old white man, had had sur- 
gical amputation of the left leg above the knee 14 years 
Previously as a result of arterial embolism in the postoperative 
Period following appendectomy. He had been fitted with a 
conventional prosthesis and had walked functionally with it, 
using a single cane, prior to the onset of two successive cerebro- 
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vascular accidents in late 1952. When examined on June 17, 
1953, after two months of rehabilitation treatment, he was par- 
tially ambulatory with two crutches. He was almost totally un- 
able to communicate by words owing to dysarthria. In walking 
he inverted the right foot, and it often locked in extension. 
Babinski and Hoffmann signs could not be elicited on the right. 
There was also weakness of the right side of the face. The pa- 
tient’s old prosthesis was subsequently remodeled, and active 
training was begun. When the patient was examined again on 
Nov. 6, 1953, the right leg showed no Romberg sign, the dys- 
arthria was still severe, and a Babinski sign was elicited on 
the right, although there was no known history of a new ictus. 
Extension of the left stump was limited to the neutral position. 
Improvement in gait was great. The patient was walking with 
a single cane carried in the right hand and could negotiate stairs 
using a single hand rail and cane. 

CasE 3.—This 5-year-old white boy had had a sudden onset 
of diarrhea, fever, and subsequent acidosis with dehydration 
and coma at one year of age. A right hemiplegia developed 
during the course of this illness, and both of the lower extremi- 
ties became gangrenous distally. The gangrene became severe 
enough to necessitate bilateral below-knee amputations. Post- 
operative recovery was slowed by osteomyelitis of the stumps, 
but healing was eventually successful with conservative therapy. 
After the time of the acute illness the patient had convulsive 
attacks involving particularly the right arm with generalized 
spread. The patient gradually recovered a small vocabulary 
after a complete expressive aphasia. A marked degree of recep- 
tive loss persisted. Despite his many disabilities, the patient was 
fitted early with bilateral below-knee conventional prostheses 
and taught to walk. 

He was first seen at the outpatient clinic of the Crotched 
Mountain Foundation, Greenfield, N. H., in July, 1951, and was 
referred to the Institute of Physical Medicine and Rehabilita- 
tion for evaluation. On examination at the institute it was noted 
that the patient managed well on his prostheses without support 
but had some external rotation of the right lower extremity. 
There were marked receptive and expressive losses. The right 
upper extremity was severely involved, with mass finger flexion 
as the only movement of the hand. A “twister” was applied to 
correct the external rotation of the lower extremity, and a 
cock-up splint was prescribed to support the hand in a more 
functional position. The patient was returned to Crotched Moun- 
tain Foundation to continue a full rehabilitation program. When 
seen on Feb. 26, 1954, he could walk unsupported with a fair 
gait and was almost independent in activities of daily living. 


SUMMARY 

The problems of rehabilitation of the hemiplegic am- 
putee are essentially the combined problems of paralysis 
and amputation. Timing of the onset of the two disa- 
bilities, laterality, degree of central nervous system dam- 
age, level of amputation, and several general medical 
and psychosocial factors, in various combinations, in- 
fluence the degree of rehabilitation possible. The three 
cases reported demonstrate that, even in the presence of 
severe combined disabilities, rehabilitation is often 
feasible. 
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Drug Rashes.— With the advent of chemotherapy and antibiotics, 
a whole new range of rashes due to allergic reactions to these 
agents has been added to make confusion worse confounded. 
Unfortunately, many of the skin eruptions in association with 
internal disease are non-specific: they may hint at a disease but 
are not diagnostic. . . . When confronted with rashes accom- 
panying upper respiratory infection and sore throats, drug erup- 
tions and syphilis should never be forgotten, although the latter 
is now becoming a rarity. The occurrence of rashes after sulphon- 
amides and penicillin is well known, but less well recognized 
are those due to the barbiturates which in those with defective 
renal function and in old age may prove fatal. I. B. Sneddon, 
M.D., The Skin and the Body, The Practitioner, May, 1954. 





The problem of prevention of recurrent attacks of 
rheumatic fever has always presented a great challenge 
to the responsible physician. Prior to the advent of 
chemotherapeutic and antibiotic agents, the avoidance 
of streptococcic disease and the general symptomatic 
care of the patient proved fruitless in attempting to pre- 
vent progressive cardiac damage in the patient who had 
had rheumatic fever. Tonsillectomy has not prevented 
recurrences of the disease, and now it is usually felt that 
patients with histories of rheumatic fever have the same 
indications for removal of the tonsils as do those who 
have not been afflicted with the disease. The strongest 
evidence for a direct relationship between rheumatic 
activity and antecedent streptococcic infection has been 
presented by prophylactic programs. 

The sulfonamides were used in the first direct approach 
to the prevention of recurrences by attempting to keep 
the throat free of beta hemolytic streptococci of Lance- 
field group A. Because of the potential toxic effects, such 
as depression of bone marrow and renal injury, as well 
as development of resistant strains of streptococci in 
those who were maintained on daily sulfonamide prepa- 
rations, the use of penicillin orally in prophylaxis was 
indeed welcome, although it is more expensive to the 
patient. Prophylaxis orally has not seemed to completely 
answer the problem of preventing recurrent attacks of 
rheumatic activity, because the question as to whether 
the person is taking the prophylactic agent orally re- 
mains unanswered. 

The long-acting properties of benzathine penicillin G 
(N,N’-dibenzylethylenediamine dipenicillin G) prompted 
Stollerman ' to use this preparation in the prophylaxis 
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of recurrent rheumatic fever. Because the results of his 
studies were so encouraging, the administration of benza- 
thine penicillin both by oral and by intramuscular routes 
was initiated at the Children’s Convalescent Center. The 
present communication is the initial report of this study 
on the use of this preparation in the prevention of re- 
current attacks of rheumatic fever here. 


METHODS AND DESCRIPTION OF STUDY 


Early in the investigation of the form of benzathine 
penicillin for oral use, tablets of 100,000 units given two 
to three times each day seemed to be the dosage of choice 
in administration of the antibiotic. Since it could not be 
shown without a doubt that the patients were taking the 
prophylaxis orally, the correlation of the beta hemolytic 
streptococci in the throat and levels of the antistrep- 
tolysin O titer would have been difficult to evaluate. In- 
convenience was placed on the patient to return every two 
weeks for 600,000 units of benzathine penicillin intra- 
muscularly. A dosage schedule of 1,200,000 units of 
benzathine penicillin every four weeks by intramuscular 
injection was decided on after the report of a measurable 
blood level in a high percentage of cases at the end of a 
28 day period.'* The benzathine penicillin (Bicillin) was 
administered intramuscularly in the upper outer quad- 
rant of the buttock. Early in the program the 1,200,000 
units was given through the same needle, with two car- 
tridges of 600,000 units each. This has been replaced by 
a single disposable syringe with the 1,200,000 units 
being delivered in a volume of 2 cc.? 

Nose and throat cultures were obtained at the end of 
each 28 day period, just before the injections of ben- 
zathine penicillin were administered. The cultures for 
isolation of beta hemolytic streptococci were immediatel) 
started on throat swabs in Pike’s medium base * (sodium 
azide-crystal violet enrichment broth), from which cul- 
tures in blood agar plates were made. Serologic classifica- 
tion by Lancefield grouping serums was carried out when 
possible. To control the work, nose and throat cultures 
were obtained from the personnel at the convalescent 
center and also from those in contact with the culture 
material. On only one occasion was a positive culture 
obtained from the personnel at the convalescent center, 
and this “contact” was treated intramuscularly with pro- 
caine penicillin. For antistreptolysin O titer, a sample 
of venous blood was drawn immediately prior to each 
benzathine penicillin injection. In an effort to determine 
the status of the rheumatic activity a battery of tests * on 
blood from the same venipunctures have been performed. 
In the light of experience over a period of two years cetI- 
tain improvements have been made and evaluation of 
activity by laboratory tests is being prepared in a separate 
publication.’ Antistreptolysin O titers were determined 
by the method of Todd * with certain modifications. 
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RESULTS 


At the end of the 14 month period, from Feb. 1, 1953, 
to April 1, 1954, 96 patients between the ages of 5 and 
0 were included in this study. Seventy-five of these pa- 
tients were studied for six months or longer. All of the 
patients were seen on repeated visits and were observed 


raBe 1.—Patients with Active Rheumatic Fever and Rheumatic 
Heart Disease When Prophylaxis with Benzathine 
Pencillin G Was Instituted 
Cultures 
(+) 
for Beta 
Hemo- 
Cul- lytic 
tures Strepto- 
Taken cocci 
After After Antistreptolysin O Titers 
Months Ther- Ther- -— 4 ~ 
of apy apy Ini- 
Ther- Was Was tially Ris- Fall- Sta- 
Patient : Sex apy Started Started High* ingt ing? tionary 
F.B F 10 10 yes “a yes 
B.B 2 : 14 14 yes Sie yes 
L. ¢ s ‘ : no 
F. ¢ ‘ 2 no 
G. ¢ § 2 ‘ { yes 
“ <¢ z 3 no 
M.D ‘ , no 
H. H 5 CO yes 
S.0 3 , yes 
J.P : i { yes 
J. Pr , : yes 
V.R ¢ . , yes 
s.0 ‘ I 5 5 yes 
ee ¥ : ; yes 
SW 5 , 5 5 no 
k. M , 5 5 no 
D.S.t 3 l4 ‘ yes 
160 166 5 11 
* “Initially High’’ indicates greater than 500 units 


+ ‘Rising’ and ‘‘Falling”’ indicate a three tube change. 
t Patients with Sydenham’s chorea. 


during an active episode of rheumatic fever or, accord- 
ing to the diagnostic criteria of Jones,’ had a history of 
rheumatic fever. Fifty-one of the 96 were afflicted with 
varying degrees of residual rheumatic heart disease in- 
volving one or more valves. In tables 1 and 2 it will be 
noted that of the patients with residual rheumatic heart 
disease, 17 had active rheumatic fever at the time the 
benzathine penicillin prophylaxis was instituted, and in 
34 children the rheumatic state was inactive. The patients 
without residual rheumatic heart disease are classified as 
being in the group with potential rheumatic heart disease. 
Those who had active rheumatic fever at the time benza- 
thine penicillin was started are in table 3, and those who 
had inactive rheumatic fever are shown in table 4. 


Prophylaxis, in the strict sense of the meaning, applies 
to the prevention of streptococcic infection and its sequels 
of activity of the rheumatic state in patients whose dis- 
ease is inactive (tables 2 and 4). Fifty-eight patients fell 
into this group including 34 with residual rheumatic 
heart disease (table 2). The ultimate goal is to arrest 
progressive cardiac damage in cases of rheumatic heart 
disease and to prevent conversion of potential rheumatic 
heart disease to rheumatic heart disease, as in the 24 chil- 
dre. of table 4. The average time these patients had 
benzathine penicillin therapy has been 9 months with a 
range from 1 to 14 months. 

During this 14 month period, a total of 1,120 cultures 
Were obtained, 75 of these being prior to the initiation 
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of the benzathine penicillin prophylactic agent. Only one 
of the initial 75 cultures yielded beta hemolytic strepto- 
cocci. It should be pointed out that most patients had re- 
ceived various therapeutic and prophylactic antibiotic or 
chemotherapeutic agents prior to the initiation of the ben- 
zathine penicillin prophylactic regimen. Of the 1,045 
subsequent cultures each taken at the end of the 28 day 
period, 40 were positive for Streptococcus pyogenes. 
Cultures from the nose and throat were started on the 
same Pike’s medium base and therefore were interpreted 
as being one culture. Whenever a beta hemolytic strep- 
tococcus was obtained, a follow-up culture was taken 
within two to three days; this was after the last injection 
of benzathine penicillin had been administered. In only 
one instance was the immediate follow-up culture posi- 
tive. In this case, organisms persisted for 11 days, until 


TABLE 2.—Patients with Rheumatic Heart Disease and Inactive 
Rheumatic Fever When Prophylaxis with Benzathine 
Penicillin G Was Instituted 


Cultures 
(+) 
for Beta 
Hemo- 
Cul- ly tie 
tures Strepto- 
Taken — cocci 
After After Antistreptolysin O Titers 
Months’  Ther- Ther- — “~ -—-—--- 
ot apy apy Ini- 
; Ther- Was Was tially Ris- Fall- Sta- 
Patient Age Sex apy Started Started High* ingt ingt tionary 
M. B. 15 Pp 14 16 1 no sed se yes 
Cc. B. 16 M 14 15 1 no : — yes 
7. 2. 19 M 14 13 no nike yes 
A. B. 19 F 14 14 no : ~ yes 
D:C. 19 F 9 i) no nee — yes 
M. F. 18 F 11 12 no ; one yes 
C.J. 9 F 8 : no see yes 
i Os M 13 5 no ‘ or" yes 
P.M M 13 5 ; no . _— yes 
S.M F 14 5 no He yes 
M. M. F i) no nat “a8 yes 
G. M. F 
J.B F 
P. » M l4 no - yes 
8. R. b F i4 5 no . ; yes 
Pp 
I 
I 
I 


. 


12 : no ica ie yes 
12 é no : — yes 


M. S. 
I. S. 
w.Tf 
o. l4 no ie yes 
D.W. 2 F 14 no ine yes 
Cc. W. 5 M u 5 no ied yes 
J.B. 5 M 5 5 no a ‘i yes 
7. B. M 
M. W. ¥ 
M.N. 

S.D. 

W. E. 

D. G, 

F. G. 

S. M. 

kK. W. 

B. k. 

B. 8. 

M. P. 12 


14 no we yes 
14 : no ‘ sg yes 
10 no = yes 


no ; . yes 
no yes 
no os yes 
no — yes 
no . “ yes 
no es ° yes 
yes 

ho oe ee yes 
no ~~ _ yes 
no ove oe yes 
no . oe yes 


no ° yes 


i oat hak i ake i aha al 


Weeess. Bb. <cccccs 15 33 33 
* “Initially High’ indicates greater than 500 units. 
t “Rising’’ and ‘‘Falling’’ indicate a three tube change. 


“~ 
“~ 


procaine penicillin was administered intramuscularly. A 
positive culture recurred the following month, however, 
but the organism was not recovered on two subsequent 
monthly cultures. 





7. Jones, T. D.: Diagnosis of Rheumatic Fever, J. A. M. A. 126: 481 
(Oct. 21) 1944. 
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In the inactive groups (tables 2 and 4) under this strict 
prophylactic regimen, the antistreptolysin O titer was 
elevated during the 14 months of observation in only 
three instances, and all of these have subsequently fallen 
to normal. In only one of the 58 children in this inactive 
category did the antistreptolysin O titer rise from an 
initially low level (T. Gr., table 4). The value of deter- 
mining antistreptolysin O titers is indicated by this experi- 
ence, which may be interpreted as the only evidence that 
the well-being of this one child was challenged during this 
period of observation. In none of these children was a 
beta hemolytic streptococcus isolated that proved to be 
of Lancefield group A. 

In a study of levels of antistreptolysin O antibody 
shown at monthly intervals in table 5, it may be seen that 


TABLE 3.—Patients With Active Rheumatic Fever and Without 
Rheumatic Heart Disease When Prophylaxis with 
Benzathine Penicillin G Was Instituted 


Cultures 


for Beta 
Hemo- 
Cul- lytic 
tures Strepto- 
Taken cocci 
After After Antistreptolysin O Titers 
Months Ther- Ther- -— — ——~ 
of apy apy Ini- 
Ther- Was Was tially Ris- Fall- Sta- 
Patient Age Sex apy Started Started High* ingt ingt tionary 





: oe 12 M 14 15 0 yes win yes 

R. B. 8 M 12 12 0 yes “ae yes 

8. C. 13 F 14 13 0 yes ale yes 

D. C. 8 M 9 9 0 yes ones yes 

Cc. C. 6 F 11 13 2 yes bh yes 

J.D. 8 M 10 13 2 yes ore yes eee 

K. D. 14 F 14 17 0 no in bein yes 

J.E & M 14 16 0 yes yes yes 

B. 2 i =6F 9 10 0 yes... yes 

N. M 16 F 12 18 2 no yes yes 

T.R 13 M 14 15 0 yes aad yes aa 

D.S. 12 F 12 13 0 no oon gow yes 

D. St. 16 F 12 13 0 no ae oes yes 

B.T 10 M 10 11 0 yes hod yes 

B. V 16 M 12 13 0 yes _— yes rr 

J.W 11 F 10 12 1 no yes yes no 

M. M. 9 M 7 10 4 yes wen yes 

E. R. 11 F 7 7 0 no me yes 

P. C. 11 F 3 3 0 yes ‘a yes 45% 

D. J.3 9 F 5 5 0 no i yes 

M. K.t 9 F 6 6 0 yes com yes ios 
Weta, Bi ciccccs 218 244 11 14 3 16 5 





* “Initially High’ indicates greater than 500 units. 
t “Rising’’ and ‘Falling’ indicate a three tube change. 
} Patients with Sydenham’s chorea. 


there have been seven instances of apparent three tube 
rise in antistreptolysin O titers. The exaggerated eleva- 
tion in two children lasted only one month. The rise in 
four patients is more apparent than real, because there 
had been a three tube fail in titer the month before the 
so-called rise; this fall represented only one determina- 
tion in each of three children. The later elevated titer 
was consistent with the previous level on the curve repre- 
senting status of antistreptolysin O antibody. In the fourth 
patient, the fall, which appears to be out of line, was on 
two consecutive titers, indicating antistreptolysin O fall 
for two months. Again, in this patient the late elevated 





8. Breese, B. B., and Gray, H.: Antistreptolysin Titer as Aid in the 
Diagnosis of Rheumatic Fever, New York J. Med. 51:389, 1951. 
McCarty, M.: The Immune Response in Rheumatic Fever: Symposium on 
Rheumatic Fever, edited by Lewis Thomas, Minneapolis, University of 
Minnesota Press, 1952, p. 131. 


J.A.M.A., Aug. 21, 1954 


titer was consistent with the level before the two deter. 
minations which made the drop. 

Antistreptolysin O titers * were elevated above 509 
units at the time benzathine penicillin prophylaxis was 






Antistrep- 
4 
© tater ° 2 2 3 4 $ 6 7? 6 9 a ae ae 
2,500 x x x 
wn ss SB Ss x x 
ax 6s 
& ox am msm («: z x 
Ss Ss & 
625 =m mx «t x 
$00 z b+ 4 
333 2 ss z 
x a pe ¢ I bed 1 
- x I 
125 mz x 
x mam Om mm UM Cum lt x 
<100 = az x rr xz zx mw-meenaxnag”g 
Units zx x x x 
° 1 2 3 o $ 6 7 8 9 bt me 0 | 12 1 


Months After Starting Prophylactic Thereny with Benzathine Penicillin 6G 


Graph of determinations of antistreptolysin O in patients with elevated 
titers, showing over-all scatter of antistreptolysin O titers and curve of 
median values over a period of 14 months of prophylactic study. 


initiated in 19 patients (table 5). That the majority of the 
58 patients in tables 2 and 4 were not first seen during 
the acute phase of the disease probably accounts for the 
relatively low incidence of significantly elevated initial 


TABLE 4.—Patients with Inactive Rheumatic Fever Without 
Rheumatic Heart Disease When Prophylaxis with 
Benzathine Penicillin G Was Instituted 


Cultures 


(+) 
for Beta 
Hemo- 
Cul- lytie 
tures Strepto- 
Taken cocci 


After After Antistreptolysin O Titers 

Months Ther- Ther- -————~—_- s 

of apy apy Ini- 

Ther- Was Was tially Ris- Fall- Sta- 

Patient Age Sex apy Started Started High* ingt ingt tionary 
N.A. 16 F 13 13 0 no jon one yes 
E. B. 16 F 14 18 3 no oée —_ yes 
8. B. 6 F 14 16 1 no aia — yes 
R. C. 8 F 14 14 0 no — a yes 
R. Cl. 5 M 14 15 1 no jan re ves 
L. D. 10 F 11 13 1 no xs eas yes 
P. D. 15 F 11 12 0 no i = yes 
B. F. 15 M 13 13 0 no iis on yes 
E. ¥. 11 M 13 14 1 no oe ~— yes 
?. 6. ~ M 13 16 0 no ee ha yes 
T.Gr. 15 M 13 15 0 no yes yes e 
A. M. 9 F 14 15 0 no Se “ss yes 
O. M. 16 M 13 15 0 no anid ove yes 
D. M. 9 M 12 14 0 no ree ose yes 
ree 14 M 14 15 0 no a eve yes 
0.8. 20 M 14 17 0 no en eee yes 
B. W. 13 F 14 17 2 no dae ine yes 
P. B. 7 F 12 13 0 no one eee yes 
C. B. 12 F 5 5 0 no oan as yes 

N. K.t 9 F 6 6 0 yes yes 

N.BI i F 5 6 0 no ae — yes 
D.S8.t 12 M 7 7 0 no — ene yes 
J.H. 12 F 2 2 0 no ae yes 
E. K. y F 1 1 0 no eve eee yes 
ee, Bho <cccuss 262 292 9 1 1 2 2 


* “Tnitially High” indicates greater than 500 units. 
t “Rising’’ and ‘‘Falling’”’ indicate a three tube change. 
? Patients with Sydenham’s chorea. 


antistreptolysin O antibody titers. In those who had anti- 
streptolysin O titers above 500, the fall to normal range 
varied from 1 to 11 months, as shown in the graph. The 
median of the group fell to a baseline of 125 units at the 
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seventh month. An unequivocal rise of three tubes in 
antibody titer occurred during the period of observation 
in only two patients, one of these having been preceded 
by a positive throat culture. 

One patient (J. Pr., table 1, as patient with rheumatic 
heart disease observed in the acute phase of rheumatic 
fever) had evidence of a mild recurrence of carditis indi- 
cated by a low grade fever, tachycardia, and friction rub. 
There was some question as to whether the original activ- 
ity of her disease process had completely subsided. All 
clinical and laboratory signs of activity abated within 
two weeks of the apparent recrudescence. A positive 
throat culture had been obtained 24 days previously at 
the fifth month, but no subsequent rise in antistreptolysin 
O titer was demonstrated. As a patient confined to bed 
at the Children’s Convalescent Center she had had pro- 
phylaxis with benzathine penicillin for six months prior 
to the apparent reactivity of her disease. 


TABLE 5.—Antistreptolysin O Titers at Monthly Intervals Starting with Initiation of Prophylaxis with Benzathine Penicillin G 
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manifested by a generalized urticarial pruritic rash. This 
occurred 12 days after the benzathine penicillin injection 
and lasted 4 days after the institution of one of the anti- 
histamine drugs. 
COMMENT 

It is widely believed that until beta hemolytic strepto- 
cocci of Lancefield group A are eradicated the problem 
of rheumatic fever will be present. The efficacy of peni- 
cillin in the treatment of acute streptococcic infections 
has been well documented by Breese,’ Denny and 
others,’® and Wannamaker and others.'' At the present 
time it is undoubtedly the drug of choice for acute strep- 
tococcic tonsillopharyngitis. It stands to reason that a 
bactericidal agent, such as penicillin, probably is the pre- 
ferred prophylactic agent against the development of 
recurrent rheumatic fever as a sequela to streptococcic 
infection. The presence of beta hemolytic streptococci in 
the throat does not mean that these organisms have chal- 









Patient 

DS ikccnensnsevesaneeensenen 833 1250 833 — 833 2500 
o 0 .ccankbosneeeenebeen 2500 ead 1250 1250 see 
5. P... cucssviesevecnreeteeesaes 1250 1250 500 2500 ; 100 
errr re 833 ais 1250 125 625 — 
8. Dacevsstetaceaseesesnences 1250 833 500 333 100 250 
BiG. vc ccseusassevecaseeveces 833 125 833 500 250 125 
BO) cicpatinaactembesabeee 833 833 250 250 ond <125 
B. J.00cccecsaduaavctessesbens 833 833 833 500 625 333 
B coscacccncsacsounsssene 500 1250 833 833 <100 333 
D. 0 .ncciasdevossasseseeeeent 833 625 625 833 aa one 
PG. vcscctiedescuadesiesasns 125 500 500 833 625 250 
D, Bin kctinissnscneninasied = 625 625 625 500 500 333 
B.C. .cccesdiehdiraceenaesene 625 625 625 250 333 166 
D. Disvccdackcescessueenserwes 625 500 500 833 ao 333 
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Reactions attributed to benzathine penicillin occurred 
following only 2 of about 1,000 injections during this 
period of 14 months. There have been no serious local 
reactions, and at no time was erythema or induration ob- 
served in spite of the relatively large number of injec- 
tions. Almost all patients complained of a burning or 
stinging sensation when the benzathine penicillin was 
injected; however, this lasted only for a short time there- 
after, and in each instance it was transitory without after- 
math. One reaction, apparently due to benzathine peni- 
cillin, occurred two weeks after the initial injection in a 
19-year-old girl (D. C., table 2). Polyarthralgia became 
manifest without swelling or redness in the absence of 
fever or other clinical or laboratory evidence of rheumatic 
activity. This also responded well to antihistamine drugs 
and bed rest. Eight subsequent injections of benzathine 
penicillin in this patient have had no ill effects. That sub- 
sequent injections of benzathine penicillin have resulted 
in no untoward effects has interested and reassured us. 
The second reaction was in a 10-year-old boy who was 
dropped from the study and was not included on the 
tables because his correct diagnosis was later decided to 
be acute benign pericarditis. He had had prophylaxis for 
several months prior to the apparent reaction, which was 








lenged the body; however, it does indicate that poten- 
tiality for infection exists. A rise in the antistreptolysin O 
titer is probably the best indication of a challenge because 
it offers evidence of the body’s response to antigenic com- 
ponents during streptococcic infection. If the nose and 
throat can be kept free of hemolytic streptococci, for the 
most part, potential invasion into the patient can be 
eliminated and thereby recurrences of rheumatic fever 
can be minimized or prevented. 

After Stollerman’s report,’ it appeared that the method 
of choice for keeping the nose and throat free of beta 
hemolytic streptococci would possibly be benzathine 
penicillin, 1,200,000 units, every 28 days, administered 
intramuscularly as a prophylactic measure against the 
recurrence of rheumatic fever. Although this form of pro- 
phylaxis has been used for only 14 months at the Chil- 
dren’s Convalescent Center, of a total of 1,045 follow-up 





~9. Breese, B. B.: Treatment of Beta Hemolytic Streptococcic Infections 
in the Home: Relative Value of Available Methods, J. A. M. A. 152: 10 
(May 2) 1953. 

10. Denny, F. W.; Wannamaker, L. W., and Hahn, E. O.: Comparative 
Effects of Penicillin, Aureomycin and Terramycin on Streptococcal Tonsil- 
litis and Pharyrtgitis, Pediatrics 11:7, 1953. 

11. Wannamaker, L. W., and others: Prophylaxis of Acute Rheumatic 
Fever by Treatment of Preceding Streptococcal Infection with Various 
Amounts of Depot Penicillin, Am. J. Med. 10: 673, 1951. 
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cultures taken, 40 positive cultures for beta hemolytic 
streptococci have been recovered from 28 different pa- 
tients. Only four of these in three patients have been 
proved to be of Lancefield group A. In some patients, 
the acute phase of an active episode of rheumatic disease 
was still subsiding, and, in others, rheumatic fever was 
quiescent, with or without residual rheumatic heart dis- 
ease. 

Which persons on such a prophylactic program are 
actually being exposed to the beta hemolytic streptococci 
is indeed an important question. During the months of 
peak incidence of streptococcic disease, siblings of chil- 
dren on the benzathine penicillin prophylactic program 
are cooperating as control subjects. Nose and throat cul- 
tures and serum antistreptolysin O antibody titers from 
this latter group should determine the true incidence of 
streptococcic infection or streptococcic carrier state in 
the close contact group of each home. From this informa- 
tion, it will be possible to ascertain if the benzathine 
penicillin is keeping the upper respiratory tract free of the 
beta hemolytic streptoccocus of Lancefield group A, 
when such exposure exists. This phase of the study will 
be published when the evidence is complete, and analysis 
can be made to interpret its implications.’” 


SUMMARY AND CONCLUSIONS 
As a prophylactic measure, 96 children, who had pre- 
viously had or did have active rheumatic fever, were 
maintained for as long as 14 months with a long-acting 
form of repository penicillin, benzathine penicillin G 
(Bicillin), 1,200,000 units administered every four 
weeks. Of 1,045 cultures that were taken after benza- 
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thine penicillin prophylaxis was instituted, 40, or 3.84; 
showed the presence of beta hemolytic streptococci, o{ 
which only 4 have been proved to be of Lancefield group 
A. In the outpatients with inactive rheumatic fever who 
were given benzathine penicillin for seven months, there 
was only one positive culture that proved to be of 
Lancefield group A and there were no group A strepto. 
cocci during January, February, or March, 1954. 
this patient had a sore throat on each of two occasions. 
the organism having been recovered on the second of 
these. There were only two significant rises in the anti- 
streptolysin O titer during prophylaxis, and with one of 
these, the preceding throat culture was positive. No clin- 
ical recurrences of rheumatic fever were observed jin 
patients whose rheumatic activity was quiescent when 
prophylaxis was instituted. 

Until the exact cause and the details of pathogenesis 
of rheumatic fever have been elucidated, the direct attack 
on the beta hemolytic streptococcus of Lancefield group 
A, seems to be the most logical approach to the preven- 
tion of recurrent bouts of rheumatic fever. The introduc- 
tion of benzathine penicillin into the medical armamen- 
tarium offers the physician an agent that may prove most 
effective in maintaining the individual patient under 
observation and reliable management by monthly injec- 
tions. A program of continuous prophylaxis to stave 
off intercurrent streptococcic disease appears thus far to 
be the best available method for the prevention of recur- 
rent attacks of rheumatic fever. 


4052 Warwick (11) (Dr. Diehl). 


12. Hamilton, T. R.; Diehl, A. M., and May, J. S.: The Importance of 
Studying Siblings in Control of Prophylactic Program for Rheumatic 
Fever, abstract, Bact. Proc., Soc. Am. Bacteriologists 54:67, 1954. 





During World War II, the need for new antibacterial 
drugs became paramount when the sulfonamides and 
antibiotics failed to control all the infections encount- 
ered. Millions of dollars and man-hours were spent in 
the search for new drugs. Most of these proved to be 
either worthless in the treatment of infections in man or 
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too toxic to be really beneficial; however, remarkable 
advances were made with the discovery of several useful 
agents, each of which has a place in the modern arma- 
mentarium of antibacterial therapeutics. Several groups 
of scientists have worked in the relatively new field of 
antibiotics, while others have continued with the older 
concept of control of disease by chemical means. In the 
latter group are Dodd and Stillman,' who in 1944 found 
that the addition of a 5-nitro group to the furan ring 
conferred considerable bacteriostatic action on the de- 
rivative. From these investigations the preparation nitro- 
furazone ? (Furacin) was produced, and many early 
investigators found this drug to be beneficial in the topical 
treatment of chronically infected wounds and burns. 
Results in the past few years have corroborated earlier 
reports on the efficacy of this drug in topical therapy. 
In 1951, Sweetser and Harrison * reported the beneficial 
results obtained when nitrofurazone solution (1:6) was 
applied topically to the bladder in cases of urethrotrigon- 
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itis. This continues to be one of the successful methods 
for the conservative treatment of both acute and chronic 
urethrotrigonitis. In the past five years, almost a score 
of antibiotics have been made available to the profession. 
These drugs have been extremely helpful in controlling 
many heretofore resistant infections, but a large number 
of infections still are resistant or become so; also, the 
patient may be sensitive to an antibiotic or undesirable 
side effects may occur during its administration. The need 
for an additional drug to treat the resistant or persistent 
urinary infections encountered daily in urologic practice 
prompted this clinical and laboratory study. 

Recent experimentation with the nitrofurans has pro- 
duced nitrofurantoin (Furadantin), N-(5-nitro-2-furfur- 
ylidene )-1-amino-hydantoin, which is a yellow, crystal- 
line compound of bitter taste that, like other nitrofurans, 
darkens on exposure to light or alkali. Several clinical 
investigations have been reported recently by Norfleet 
and others,® Friedgood and Danza,° Mintzer and others,’ 
and Carroll and Brennan.* Preliminary studies by the 
manufacturers revealed that about 40% of nitrofurantoin 
administered to man is excreted in the urine, while the 
remainder is apparently catabolized by various body tis- 
sues into inactive, brownish compounds that may tint the 
urine. Since the amount in the urine can reach at least 
40 mg. per 100 cc. in man, it is obvious that great con- 
centration of the drug is effected by the kidney. Blood 
levels have been difficult to determine even after massive 
single doses, although Carroll and Brennan * recently 
have reported a method for clinical use. It is felt that the 
nitrofurans act by interfering with the enzymatic metabo- 
lism of the bacterial cell and that they retain antibacterial 
effectiveness in the presence of serum, pus, and urine. In 
tests reported elsewhere, nitrofurantoin did not show any 
effect against viruses or fungi, but it does appear to be 
effective against certain protozoa, both in vitro and vivo. 


IN VITRO RESULTS 


Specimens of urine were collected both before and 
after treatment with nitrofurantoin by catheterization in 
the female patients and by clean voided, midstream speci- 
mens in the male patients. The specimens were then 
streaked on blood agar and eosin-methylene blue culture 
plates, and small amounts were also incubated in brain- 
heart infusion. Gram stains were made of the brain-heart 
infusion to determine growth of organisms that might not 
have grown in plate cultures incubated aerobically. Single 
colonies of organisms were transplanted to various selec- 
tive media for specific identification on the basis of biolog- 
ical and chemical characteristics. Serial dilution tests have 
been found the most accurate for determining the sen- 
sitivity of an organism to nitrofurantoin; these were made 
in 35 cases, and in several other cases a small amount of 
powdered nitrofurantoin was placed on the previously 
streaked agar plate along with disks of the other anti- 
biotics commonly used today. At the time of writing, 10 
meg. tablets of nitrofurantoin are available for use with 
the disk method of sensitivity tests. 

Clinical results in the present series paralleled the lab- 
oratory findings in that usually the degree of sensitivity 
in vitro was proportional to the rate of clinical cures; 
however, in nine cases in which the sensitivity tests indi- 
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cated that a clinical cure could be expected with nitro- 
furantoin, the organism was not eliminated by seemingly 
adequate therapy. This study bears out what many 
authors previously have written concerning in vitro sensi- 
tivity tests. Although these tests are a valuable aid, they 
should not be used as the only guide to therapy. When 
urinary culture after treatment revealed the same organ- 
ism found prior to therapy, serial dilution sensitivity tests 
were done on this organism to determine any possible 
change in sensitivity. In two cases there was a decrease 
in bacterial resistance after nitrofurantoin had been used 
for two weeks; in two cases decreased sensitivity was 
observed after a similar period of treatment; and in two 
instances there was no change in sensitivity. 


CLINICAL RESULTS 


Nitrofurantoin was used as a chemotherapeutic drug 
in 107 patients with acute and chronic urinary infections. 
Seven patients who failed to return after the initial visit 
and could not be reached for follow-up studies are not 
included in this report. Of the remaining 100 patients, 
28 were white and 72 were Negro; there were 49 males 
and 51 females; and the ages ranged from 7 years to 88 
years. The average period of treatment was 8.6 days in 
the acute infections and 14.7 days in the chronic infec- 
tions, with an over-all average of 11.6 days. Over three- 
fourths of the patients were chronically infected, and 
about the same number were outpatients. Previous stud- 
ies have indicated that the optimum dosage of nitrofur- 
antoin is 5 to 7 mg. per kilogram per 24 hours or about 
400 to 600 mg. per day in four equal doses. This 
dosage, which produces the greatest urinary concentra- 
tion of nitrofurantoin with the least number of undesir- 
able side effects, was used in this series except in a few 
instances in which the dosage was increased to combat 
stubborn infections or reduced slightly when side effects 
occurred. All patients were requested to take the medic- 
ament with each meal and at bedtime with a glass of milk. 
This schedule was recommended after it was found that 
the medicament taken on an empty stomach tended to 
cause nausea. 

Acute urinary tract infections were present in 23 of 
the patients, most of whom had not received any other 
drug. Included in this series were acute pyelonephritis, 
acute cystitis, acute urethrotrigonitis, and acute prostato- 
urethritis. The remaining 77 patients had chronic uri- 
nary tract infections and had been treated with from one 
to four different antibiotics and chemotherapeutic agents, 
with variable to no benefit. Many of these patients had 
obstructive lesions; infections in the presence of such 
lesions normally defy all treatment until the lesion is re- 
moved. These patients were included to represent persons 
with these conditions in whom surgery cannot be per- 
formed for some reason. The remainder of the patients 
had either infections following prostatectomy or lithot- 
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omy or chronic inflammatory disease. Of the patients 
with acute urinary infections, 22 (95.7% ) were bene- 
fited by nitrofurantoin, with a clinical and laboratory 
cure rate of 73.9%. Those patients with chronic urinary 
infections and those with organic or obstructive lesions 
were benefited in 82% of cases, with a clinical and lab- 
oratory cure rate of 20.8%. A clinical and laboratory 
cure was recorded only when the urine was normal on 
microscopic examination and bacteriological culture at 
the completion of therapy. Symptomatic cure, as listed in 
table 1, consisted of the patient’s symptoms having sub- 
sided although the urine still showed minimal infection. 
Symptomatic improvement was recorded when there was 
some improvement in symptoms but no appreciable 
change in the urine culture or microscopic urine findings. 






TABLE 1.—Results of Nitrofurantoin Therapy in One Hundred Urinary Tract Infections 
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peared in the urine of 10 patients after treatment, even 
though it had not been previously isolated; often it was 
the only bacterium found after treatment. Conversely, 
the effect of nitrofurantoin on the usually resistant Pro- 
teus vulgaris group was most encouraging. This organ- 
ism, which has been relatively resistant to all forms of 
therapy, was eliminated in 58.3% of cases. It was in re- 
fractory infections caused by this species and by the coli- 
aerogenes group, Streptococcus faecalis, and Klebsiella 
pneumoniae that this new drug seemed most efficacious, 
It is of interest that three patients in whose urine tricho- 
monads were found before treatment were benefited and 
microscopically cleared of the trichomonads. This is too 
limited a series of cases to be of real value, and other 
factors, such as elimination of the infestation in the pa- 


























Result 
“Clinical and im 
Laboratory Symptomatic Symptomatic Days of 
Cure Cure Improvement Failure Treatment 

No.of ————j -——Sn OO NTO —— 

Type of Disease Patients No. % No. % No. % No. % Average Range 

BOIS METASTIONG occccccccccececccccevccccsscccccsccceseses 23 17 73.9 s 8.7 3 13.1 1 4.3 8.6 1.5-16 

Chronie infections and/or organic or obstructive lesions 77 16 20.8 16 20.8 28 36.3 17 22.1 14.7 3 -75 

PMN decors ccavecsteancas ens beesotnniechisiekseese sets 100 33 33 18 18 31 31 18 18 11.6 16-75 








TABLE 2.—Incidence and Response to Nitrofurantoin Therapy of Organisms Occurring in Urine of Patients with 
Urinary Tract Infections 
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Infections No. of Infections After Treatment 
Eliminated by _ A aie 
Treatment Primary Secondary 
a A = 1a a i | ae —— -— 
No. % Total Acute Chronie Acute Chronic 
22 84.6 5 2 2 0 1 
2 12.5 24 0 14 2 8 
42.8 9 0 8 0 1 
11 91.7 5 0 1 0 4 
7 58.3 5 0 5 0 0 
6 75 3 0 2 0 1 
6 100 2 0 0 0 2 
3 75 1 0 1 0 0 
3 100 1 0 0 0 1 
2 66.6 4 0 1 0 3 
0 0 1 0 1 0 0 
1 100 0 0 0 0 0 
1 100 0 0 0 0 0 
0 0 1 0 0 0 1 
0 0 1 0 0 0 1 
3 100 0 0 0 0 0 





Bactericidal Effects —Many types of pathogenic or- 
ganisms were isolated from the urine specimens by the 
technique described above (table 2). It should be noted 
that the percentage of original organisms eliminated after 
treatment was generally good but that in several instances 
one of the organisms that should be susceptible to nitro- 
furantoin appeared in the culture done after treatment, 
although it had not been identified previously in that case. 
Sensitivity tests on these organisms indicated in some 
instances that they should respond to nitrofurantoin in 
the urinary concentration obtained with this dosage. The 
cause of this discrepancy is not clear. One of the dis- 
appointments encountered during this study was the lack 
of effect nitrofurantoin had on Pseudomonas aeruginosa. 
This organism was isolated in 16 patients prior to treat- 
ment, and in only 2 (12.5%) was the organism elimi- 
nated. Significantly, however, this same organism ap- 


tient’s sexual partner, play an important part in tricho- 
monas eradication. It is hoped that this preliminary 
report may stimulate others to investigate this effect. 


Toxicology.—Nausea, the main side effect noted in 
this series, was present and voluntarily mentioned to us 
by 24.2% of the patients (table 3). In most of these it 
was of minor degree, with some patients complaining 
of nausea only once or twice. Severe nausea and vomit- 
ing, necessitating withdrawal of the drug or a decrease 
in dosage, occurred in only 4.8% of the patients. Head- 
aches occurred in 3%, dizziness in 6%, and urticaria, 
which disappeared when the drug was discontinued, in 
1%. In two instances numbness of an extremity was 
noted after a week of therapy. This disappeared when 
the drug was discontinued in both instances but recurred 
when the drug was begun again in one instance. No ob- 
vious neurological disease or condition was present prior 
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to beginning of treatment in either patient, so this may 
represent a form of peripheral neuritis. In eight cases 
a special tablet of nitrofurantoin coated with phenyl 
salicylate was used. In none of these were there undesir- 
able side effects; several patients who could not tolerate 
the uncoated tablets could take the enteric-coated tablets 
without untoward symptoms. In one instance, simply giv- 
ing the crushed tablet in a gelatin capsule relieved the 
previously annoying side effect of nausea. An additional 
supply of the enteric-coated tablets has not been available 
for clinical trial, but the lack of side effects with this va- 
riety and the fact that most of the patients with nausea 
complained of it from 5 to 20 minutes after ingestion of 
the tablets indicate that some irritation of the gastric mu- 
cosa, and possibly some central effect as well, is caused by 
the uncoated tablets. It is our impression that some type 
of coating that will give uniform absorption curves will 
lower the percentage of undesirable reactions to nitro- 
furantoin. Complete blood counts obtained before and 
after nitrofurantoin therapy in 68 patients revealed only 
one instance of leukopenia after treatment. This patient 
had leukocyte counts of 3,100 per cubic millimeter and 
2,900 per cubic millimeter; the differential cell count was 
within normal limits. This patient was not followed. No 
appreciable or significant changes were found from the 
erythropoietic standpoint. There was no crystalluria or 
other evidence of nephrotoxic effects in the 100 cases 
studied. Liver function studies done both before and after 
therapy in several patients failed to detect any changes. 
Experimental studies with animals have shown that with 
excessive and prolonged dosages of nitrofurantoin scat- 
tered areas of cellular atrophy in the seminiferous tubules 
occurred that were completely reversible on termination 
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of administration of the drug. Spermatozoa counts and 
testicular biopsies were not done in this series. 


SUMMARY 
A study of the effects of nitrofurantoin in 100 cases of 


acute and chronic urinary infection indicated its chief use 
to be in Proteus vulgaris infections and in refractory uri- 
nary infections due to the coli-aerogenes group, Kleb- 


TABLE 3.—Side Effects of Nitrofurantoin 


No. of Patients with Side Effects 


te 7 sientiiaesiciadundiaatagiiiadenesedaads meneaedneanine 
e-) wn aia 
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= - | Se 3 cf Ss 2 
os = = 30 2 Sk 5S = 
ae ZA& A Zz = Ze f=) ~ 
5.1-6.0 2 1 0 0 0 0 0 
6.1-7.0 66 15 4 1 2 3 1 
7.1-7.5 22 s 1 2 0 2 0 
6.1-7.5* 8 0 0 0 0 0 0 
Total 103 25 5 3 2 6 1 


* Enteric-coated tablets. 


siella pneumoniae, and Streptococcus faecalis. In the one 
instance of leukopenia encountered the differential count 
was essentially normal. There was no evidence of tox- 
icity to the kidney or bone marrow. Side effects consisted 
mainly of nausea in about one-fourth of the patients and 
vomiting in a few. An enteric-coated tablet was given to 
eight patients; none of these had side effects, even though 
several of the patients had not been able to tolerate the 
uncoated tablet. 
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The occurrence of Venezuelan equine encephalomy- 
elitis in at least 24 unimmunized laboratory workers has 
indicated the desirability of a human vaccine.’ In 1949 
the Veterinary Division, Army Medical Service Graduate 
School, reported the development for human use of a 
highly purified vaccine prepared with formaldehyde. 
Inoculated volunteers showed excellent immunologic 
response.” A review of the existing literature and commu- 
nication with the Army Medical School revealed that 
viremia had never been found after the administration 
of any of the three equine encephalomyelitis vaccines.* 
The purpose of this paper is to report 14 cases of Vene- 
zuelan equine encephalomyelitis occurring in humans 
after inoculation with the vaccine. 


METHOD OF STUDY 

Four lots of the encephalomyelitis vaccine furnished 
by the Army Medical School were used. They were pre- 
pared in this manner: Lots 1, 2, and 3 were prepared 
from chick embryos infected with a strain of Venezuelan 
equine encephalomyelitis virus isolated in Trinidad. 


VENEZUELAN EQUINE ENCEPHALOMYELITIS DUE TO VACCINATION IN MAN 
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Formaldehyde in a concentration of 0.2% was added 
to the crude vaccine, which was inactivated for three 
days at 21.5 C (68.7 F) before final purification. After 
satisfying the requirements of the National Institutes 
of Health for sterility and noninfectivity, the vaccine was 
rehydrated with distilled water for inoculation. Lot 4 was 
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Virus isolations and serum neutralization tests were performed by 
Drs. John C. Wagner and Dorothy G. Smith. 
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similarly prepared except for the use of 0.425% for- 
maldehyde and an additional inactivation period of 27 
days at 4 C (39.2 F) before final purification. 


Dosage Schedule.—The schedule consisted of two 1 
ml. subcutaneous injections a week apart, a third injec- 
tion of 0.5 ml. six weeks after the first, and 0.5 ml. every 
six months thereafter. This program was altered for sev- 
eral persons who received 0.5 ml. rather than 1 ml. for 
the first two inoculations. Each subject was bled before 
immunization and 3, 6, and 12 weeks afterward. Other 
bleedings were performed when indicated. The serums 
were stored at -20 C (-4 F). 


Virus Isolation Technique.—Six to 10 young mice, 
weighing 10 to 14 gm., were each inoculated intraperi- 
toneally with 0.5 ml. of freshly drawn heparinized blood. 
These animals were observed daily for evidence of cen- 
tral nervous system involvement or death. The brains of 
all the moribund or dead animals were removed asep- 
tically and emulsified with sufficient broth to make up a 
10% suspension, which was then used for identification 
of the virus. Throat washings were handled in a similar 
fashion except for the addition of 1,000 mcg. of strepto- 
mycin and 100 units of penicillin to each milliliter before 
injection into.the mice. 

Serum Neutralization Tests.—All tests for serum neu- 
tralizing antibodies were performed by using varying 
mixtures of undiluted serum and appropriate dilutions 
of virus in mouse brain suspensions. The standard intra- 
peritoneal test in mice was used. 


REPORT OF CASES 


Case 1.—A 40-year-old white man, a fireman, was admitted 
to the hospital on Feb. 2 because of fever, shaking chills, gen- 
eralized myalgia, and photophobia of two days’ duration. He 
had received 0.5 ml. of lot 1 vaccine on Jan. 26. Physical ex- 
amination disclosed no abnormalities except a temperature of 
102 F. A _ neurological examination was not made. The 
initial leukocyte count was 5,750 with 76% polymorphonuclear 
neutrophils, 22% lymphocytes, and 2% monocytes. The chest 
roentgenogram was normal. The patient was confined to bed 
and was treated symptomatically with aspirin and codeine. He 
became afebrile and asymptomatic by the third hospital day 
and was discharged on the following day. 


CasE 2.—A 42-year-old white man, a carpenter, was admitted 
to the hospital on Feb. 7 because of fever, muscular pain, and 
profuse diarrhea. He had apparently been well until Feb 5, 
when he became somewhat drowsy and noted generalized 
myalgia. Shortly after, shaking chills alternating with fever of 
an undetermined degree developed, followed by a severe head- 
ache and the onset of profuse diarrhea. He had received 1 ml. 
of lot 1 vaccine on Jan. 26 and Feb. 2. 

Physical examination disclosed no abnormalities except a 
temperature of 100.2 F. A neurological examination was not 
made. The leukocyte count was 3,500 when done at the time 
of admission, with 53% polymorphonuclear neutrophils, 43% 
lymphocytes, 2% monocytes, and 2% eosinophils. The urine 
was normal. The heterophil antibody agglutination titer was 
1:224 on Feb. 7 but on Feb. 8 was negative after guinea pig 
kidney absorption. Hemagglutination inhibition reactions for 
influenza did not substantiate that diagnosis. Repeated blood 
cultures were sterile. 

The patient was treated symptomatically and improved 
rapidly. His temperature fell to normal by the second hospital 
day, at which time the leukocyte count was 2,650. The patient 
was gradually allowed to become ambulant and was discharged 
completely free of symptoms on the ninth hospital day. 
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Case 3.—A 28-year-old white man, a laborer, was admitted to 
the hospital on Feb. 9 because of malaise, mild frontal headache, 
chills, and generalized aching of 24 hours’ duration. He had 
received 0.5 ml. of lot 1 vaccine on Jan. 24 and Jan. 31, 

Physical examination revealed no abnormalities except 
temperature of 102.4 F and several palpable lymph nodes in the 
cervical and right axillary area. A neurological examination was 
not done. The leukocyte count made at the time of admission 
was 4,100 with 68% polymorphonuclear neutrophils, 30% 
lymphocytes, 1% monocytes, and 1% basophils. The urine was 
normal. The heterophil antibody agglutination titer was 1:14 
on Feb. 10. The results of hemagglutination inhibition studies 
done for the diagnosis of influenza were negative. Blood cul- 
tures were sterile. The patient was treated with aspirin, and 
recovery was uneventful. He was gradually allowed to become 
ambulant and was discharged without fever or symptoms on 
the third hospital day. 


MEANS OF EXPOSURE 


The first three cases of Venezuelan equine encephalo- 
myelitis were undiagnosed at the time of the patients’ 
discharge from the hospital. The histories of the patients 
and clinical features of their illnesses were consistent with 
a viral disease with widespread constitutional symptoms, 
namely, influenza. The patients were not exposed to the 
encephalomyelitis virus in their work, and disease due to 
vaccination was not considered. Nine months later, how- 
ever, when the results of a cooperative study to determine 
the immunologic response of vaccinated persons became 
available, the elevated serum neutralization indexes of 
these three men (see table) caused review of their clinical 
records. In retrospect the clinical evidences were con- 
sistent with the form of disease acquired as a laboratory 
infection by the aerosol route.‘ 

Without awareness of any illness caused by the vac- 
cine, use of lot 1 was discontinued in favor of lot 2, which 
was succeeded in turn by the lot 3 preparation. By that 
time, the immunologic evidence for the first three cases 
was available, so that when case 4 appeared, 17 months 
after case 1, a presumptive diagnosis was made of re- 
action to Venezuelan equine encephalomyelitis vaccine. 
No attempt to isolate the virus was made in this case, and 
necessary delay in establishing the serum neutralization 
index left some doubt as to the certainty of the cause. 
For this reason the use of the lot 3 vaccine was continued. 
This resulted in six more infections; virus was isolated 
from four of these men. The lot 3 vaccine was then put 
aside, and, since lot 2 had never caused any apparent ill- 
ness, it was routinely administered to 25 persons, all of 
whom, except one, received it as a booster injection. The 
one man who received it as an initial injection became ill, 
and the virus was isolated from cultures of his blood and 
pharyngeal washings (case 11). 

The lot 4 vaccine was then prepared with added pre- 
cautions for inactivation by increasing the formaldehyde 
concentration to 0.425%. Of 66 men receiving it for the 
first time, 2 became ill (cases 12 and 13). Since a con- 
siderable number had received this lot as a booster injec- 
tion without untoward effect, it was decided to cease its 
use for first injections and administer it only as a booster 
dose to those who had had at least two previous injec- 
tions. This policy was successful until one man (case 14) 
became ill when given vaccine 10 months after his third 
injection. Inasmuch as there is some evidence for the 
need of giving booster inoculations at more frequent 
intervals,® use of the vaccine was therefore discontinued 
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except for those persons who had received an injection 
jess than 10 months before. 

The following cases have been selected to show the 
extent of the variability of the disease. Some of the per- 
tinent laboratory findings have been summarized in the 


table. 


Case 10.—A white man, an administrator, aged 55, was ad- 
mitted to the hospital on Sept. 20 with a history of fever, head- 
ache, and diarrhea. Thirty-six hours prior to hospitalization he 
was seized with a severe fronto-occipital headache, fever, nausea, 
giddiness, and generalized myalgia. Soon after, a profuse 
diarrhea developed, which completely incapacitated him. His 
condition became worse with the onset of somnolence and 
visual blurring. He had received 1 ml. of lot 3 vaccine on both 
Sept. 7 and Sept. 14. 

Physical examination revealed a wan, middle-aged man in 
acute distress, with a temperature of 102 F. A complete neuro- 
logical evaluation yielded no unusual findings. The initial leuko- 
cyte count was 4,000 with a differential count of 73% poly- 
morphonuclear neutrophils and 27% lymphocytes; the sedimen- 
tation rate was 36 mm. per hour. The urine was normal. The 


Summary of Fourteen Cases of Venezuelan Equine Encephalomyelitis Due to Vaccination in Man 
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Physical examination revealed an acutely ill, profusely per- 
spiring man, who complained of drowsiness and headache. His 
temperature was 104 F. The neurological examination was nor- 
mal. The initial leukocyte count was 2,450 with 51% poly- 
morphonuclear neutrophils, 30% lymphocytes, 12% monocytes, 
5% eosinophils, and 2% basophils. The sedimentation rate was 
17 mm. per hour. Leukopenia, with the number of leukocytes 
below 3,000, persisted until May 19 when the white blood cell 
count rose to 5,500 with a normal differential count. Samples 
of blood and pharyngeal washings taken on the day of admis- 
sion and the following day were inoculated into mice, and 
encephalomyelitis virus was recovered from the first blood 
specimen and both pharyngeal washings. 

Severe frontal headache and marked somnolence were the 
principal symptoms during the first 36 hours of hospitalization. 
Because of persisting leukopenia, 100,000 units of penicillin was 
administered intramuscularly every three hours as prophylaxis 
against secondary infection. The patient’s temperature returned 
to normal by the third day and remained so until his discharge 
on the seventh hospital day. Convalescence was uneventful 
except for moderate drowsiness that persisted for one week 
after discharge. At no time were neurological abnormalities 
demonstrable. 








Interval 
Between 
Injections 
No. of and 
Doses of IlIness, 

Case Age, Yr. Vaccine Days 

EP re rey ere pene ee 40 1 5 

ey ae entre eer ee ee ee 42 2 3 

De pds eae ee awieehetithot aa ases cae 28 2 8 

Oe iid tied amse nas Catan dae nents 22 1 3 

D pcvcecudcds eee bbeeseedesteesnuunce 23 1 2 

| SE Re ee ee eee ee 31 1 3 

Doc nae bere desbeusvedecusesoberwsnnne 26 1 4 

Oo ibankeuneesesseseunns ews eetneeens 38 1 4 

Do és ade caw epentoy een censnenseeeeeenes 46 1 3 
Rs kos enaeetvayatidaendusanecene eset 50 2 4 

ELD AON EE EERE ER ee Tee 27 1 4 

DD... cd bee beews.ee Sts es eO aaa G oe 32 1 4 

DE cickun decrees seuss sews ewer seeenes 35 1 6 

Moc. inbenn obese ster beskeseuekeeenwee an 38 4 3 





Day After Vaccination 
on Which Virus 


Serum Neutralization Index 


Was Isolated ———- —- - —_—__— 
cH 7 Days After After 

Pharyngeal Before Last Vaccination, 

Blood Washings Vaccination Injection Maximum 

“a rs 1.4 21 >14,000 

ear “ | 42 >17,000 

e a 0 42 >17.000 

on .* 0 84 >316,000 

3, 6 3 <$ 3: >1,820,000 

“<= = <2 38 340,000 

0 “™ 3 120 80,000 

6 0 <3 25 >1,820,000 

5, 6 0 0 24 >1,820,000 

7 0 <3 24 >1,820,000 

5 5 0 21 >1,820,000 

4,5 5 ee 19 >675,000 

6 6 sty 20 >675,000 

0 5, 6 oe 19 >480,000 





* Virus isolation not attempted. 


chest roentgenogram was normal. The spinal fluid contained 41 
mg. of protein per 100 cc. and was free of cells. No virus was 
recovered from the fluid. Blood taken from the patient on Sept. 
21 and inoculated into mice caused death of the animals. The 
encephalomyelitis virus was isolated at this time. 

The patient was confined to bed and treated with analgesics. 
His temperature fluctuated for four days and then abruptly 
fell to normal. The headache, visual blurring, and diarrhea 
gradually cleared. The white blood cell count fell to 3,200 with 
56% polymorphonuclear neutrophils, 43% lymphocytes, and 
1% eosinophils; the sedimentation rate was 17 mm. per hour. 
He was gradually allowed to become ambulant and was dis- 
charged on the eighth hospital day, free of symptoms except 
for slight fatigue. After hospital discharge, however, the patient 
was seen at frequent intervals as an outpatient because of re- 
current episodes of low grade illness. His major complaints 
were those of malaise, headache, and fatigue. Within a period 
of eight months he required three separate hospitalizations be- 
cause of accentuation of these symptoms. On no occasion dur- 
ing this period was the encephalomyelitis virus isolated, nor 
was any cause for his complaints established. One may specu- 
late as to whether the initial infection had caused sufficient 
though undetectable organic damage to lay the groundwork for 
chronic low grade illness. 

Case 12.—A 32-year-old white man, a bacteriologist, was 
admitted to the hospital on April 27 because of fever and shak- 
ing chills. He had been in good health until nine hours prior 
to admission when he was seized with a prostrating headache, 
nausea with repeated vomiting, generalized muscle pain, rigors, 
fever, and lethargy. He had received 1 ml. of lot 4 vaccine on 
April 23. 


t No prevaccination serum available, 





CasE 14.—A carpenter foreman, aged 38, was admitted to 
the hospital on June 9 with complaints of severe muscular 
aching, chills, and fever of two days’ duration. He had been 
well until the morning of June 7, when generalized muscle pain 
developed. Within several hours he was acutely ill with a shak- 
ing chill, fever, and severe frontal headache accompanied by 
an unusual degree of drowsiness that kept him confined to bed 
until hospitalization. The patient had been immunized against 
Venezuelan encephalomyelitis, and the last booster injection had 
been given 10 months prior to a 0.5 ml. injection of lot 4 on 
June 4. 

Physical examination disclosed a well-nourished white man 
who appeared moderately ill, with a temperature of 99 F. The 
pharyngeal mucosa was hyperemic. The results of a neurologi- 
cal examination were normal. The initial leukocyte count was 
3,550 with 46% polymorphonuclear neutrophils, 43% lympho- 
cytes, 9% monocytes, and 2% basophils. The sedimentation 
rate was 14 mm. per hour. The white blood cell count rose to 
5,550 two days later. Blood and pharyngeal washings taken on 
the first and second days of hospitalization were inoculated 
into young mice, with recovery of the encephalomyelitis virus 
from only those animals that were inoculated with both of the 
pharyngeal washings; no virus was isolated from the blood 
specimens. 

The most prominent symptoms noted in the patient during 
the early period of hospitalization were those of somnolence and 
persistent muscular aching, which responded only to repeated 
therapy with analgesics. He was markedly improved by the third 
day and was discharged on the following day without fever or 
symptoms. Follow-up examination failed to reveal any sequelae 
of the disease. 















COMMENT 

Clinical Aspects.—The occurrence of Venezuelan 
equine encephalomyelitis in man after vaccination gave 
an opportunity to evaluate the incubation period of the 
disease under controlled circumstances. A review of the 
14 cases reveals an incubation stage ranging between 
three and six days before onset of clinical illness. It is 
quite obvious that the symptoms of the disease are of a 
nonspecific nature and may simulate practically any fe- 
brile illness, namely, influenza, gastroenteritis, or malaria. 
The onset of illness is invariably abrupt and is character- 
ized by fever, shaking chills, and a severe headache 
usually of fronto-occipital distribution. Generalized mus- 
cle pain, lethargy, and prostration are common. Nausea, 
vomiting, and diarrhea may occur. On several occasions 
visual blurring and somnolence have been quite prom- 
inent symptoms. Other than for a temperature elevation 
ranging from 100 to 104 F, physical findings of interest 
are conspicuously absent. In several persons, both hyper- 
emia and edema of the pharyngeal mucosa were noted. 
At no time were any overt abnormal neurological find- 
ings elicited in the 14 patients whose cases are reported. 
Coma with paralysis, however, occurred in two naturally 
acquired cases in which the outcome of the disease was 
fatal.* Lennette and Koprowski call attention to a persist- 
ent intention tremor as an aftermath of the infection ac- 
quired in the laboratory.'” 

It is somewhat difficult to interpret the therapeutic 
value of antibiotics in this disease, which generally ap- 
peared to be a self-limited process for those who became 
ill after vaccination. In the presence of marked leuko- 
penia, penicillin may be considered for aborting second- 
ary infection. The use of opiates or sedatives is to be 
discouraged. Inasmuch as the virus often may be recov- 
ered from the pharynx, the use of isolation procedures is 
recommended to prevent possible droplet infection of 
other persons. 


Laboratory Aspects.—Virus was isolated in speci- 
mens taken from 8 of 10 patients; no attempt at isolation 
of virus was made in four cases. In seven of the eight 
cases Virus was recovered from the blood. Viremia was 
detected as early as the first and as late as the fifth day 
of iliness (see table). As noted by others, the pharynx 
appears to be a site of predilection for this virus. Virus 
was found in throat washings of five persons. In case 
14 the washings were the sole source of virus. Spinal 
fluid taken from two patients was normal insofar as 
sterility and protein and cell content were concerned. The 
causative virus could not be recovered from the spinal 
fluid in either instance. Recovery of encephalomyelitis 
virus, however, from the central nervous system tissue 
of two patients whose naturally acquired cases ended 
fatally has been reported.°® 

Should virus not be isolated, presumptive diagnosis 
may still be made by the demonstration of serum neu- 
tralizing antibodies. Serum neutralization indexes usually 
reached diagnostic levels within two or three weeks after 
onset of illness. Although no attempt was made to recover 
the virus in the first four cases, the determination of 
neutralization indexes on postimmunization serums dis- 
closed markedly elevated titers, which, coupled with 
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clinical illness, were suggestive of the disease. As noted 
in the table, the serum samples of the first three patients 
had six week postinjection titers ranging from > 14,000 
to > 17,000. The exact titers of these three serum sam- 
ples were not determined. The serum neutralization index 
of the patient in case 4 three weeks after vaccination was 
100,000. The serums of patients whose cases were dis- 
tinguished by isolation of virus from blood and pharyn- 
geal washings developed neutralization indexes of the 
order of >1,820,000. 

Characteristic of virus infection, the white blood cel] 
count may fall to levels of 2,500 to 3,500 with a tend- 
ency toward lymphocytosis. The sedimentation rate is 
usually elevated. Clinical improvement occurs before the 
leukocyte count returns to normal. 


SUMMARY AND CONCLUSIONS 


One of the interesting facets of the problem of im- 
munization for Venezuelan equine encephalomyelitis is 
the occurrence of viremia in several persons injected with 
a vaccine that had adequately satisfied all standards of 
sterility and noninfectivity. Only 14 clinical illnesses were 
encountered in the immunization of 327 persons who 
received a total of 1,174 inoculations. Although virus 
was recovered in specimens from only 8 of 10 persons, 
there is a good possibility that, had virus isolation studies 
been performed frequently and early enough, the agent 
would have been recovered from the other patients. 
None of the 14 persons were exposed to the virus during 
the course of their daily work. 

The complexities of the vaccine are beyond the scope 
of this paper. A separate report will be published that 
describes an exhaustive investigative program, instituted 
in cooperation with the Army Medical Service Graduate 
School, to isolate the virus from all lots of vaccine. Con- 
centrated quantities of vaccine, including samples taken 
from the very vials containing vaccine causing clinical 
illness, were inoculated into about 6,000 animals of vari- 
ous species. No virus was recovered. This may indicate 
that by chance a clump of infective particulate matter 
was injected into man or that man may be a more sus- 
ceptible host for the propagation and recovery of Vene- 
zuelan equine encephalomyelitis virus. 


293 Governor St., Providence, R. I. (Dr. Sutton). 
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Respiratory Viral Diseases.—At least seven separate viral dis- 
eases of the respiratory tract have been recognized and identified 
through careful study. These cause about two thirds of all 
episodes of illness and are definitely more frequent among 
children than in adults. In approximate order of incidence, they 
may be arranged as follows: Common cold, one type of acute 
respiratory disease or ARD, three types of influenza, designated 
A, B and C, primary atypical pneumonia, and psittacosis or 
ornithosis. Altogether these seven diseases are thought to account 
for about 90% or more of all respiratory infections. Among 
them, only psittacosis, which is the least common, has an appre- 
ciable rate of mortality. But the others cause an enormous lot 
of illness, from 5 to 7 attacks per person per year, with the 
attack rate highest in children.—Frank L. Horsfall Jr., M.D., 
Chemotherapy of Respiratory Viral Diseases, Pediatrics, June, 
1954. 
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The results of ballistic surveys of American casualties 
in Korean fighting were presented in a previous paper * 
that also stressed the urgent need for body armor by 
combat personnel and discussed its probable effective- 
ness. The first field trial of body armor in Korea (1951) 
indicated that it could be worn without interference with 
combat performance, that the soldiers unanimously de- 
sired it, and that an appreciable decrease in casualty rate 
and also in the severity of wounds received could be antic- 
ipated. Since that time body armor has become standard 
equipment for both Army and Marine Corps field forces 
and has been used by large numbers of troops under com- 
bat conditions for a significant period. It is believed that 
the value of the armored vest in the total medical effort 
to conserve the fighting strength of field forces has been 
demonstrated and that this report on it is not premature. 


The causative agents of wounds were carefully eval- 
uated as to relative incidence, wounding potential, phys- 
ical characteristics, explosion distances, range, probable 
velocities, and chance factor for wounding. Anatomic 
regional frequency and distribution of wounds were de- 
termined under variable tactical circumstances and com- 
parative data compiled for men killed in action, wounded 
in action, and dying of wounds in hospitals. A large num- 
ber of autopsies on men killed in action were performed 
in order to observe significant phenomena of wound pro- 
duction, such as the morphological characteristics of 
entrance and exit wounds, missile passage and adjacent 
trauma, and the varied effects of missiles on skin, soft 
parts, bone, hollow organs, solid organs, specific lethal 
wounds, and probable casualty survival time. Finally, 
Army missions in 1951 and 1952 determined beyond 
doubt that the field soldier could wear, would wear, and 
desired to wear the body armor afforded him. 


OBSERVATIONS ON NEED 

Classification forbids release of certain data, but, in 
general, the significant observations leading to the adop- 
tion of body armor were as follows. 1. It was determined 
that most wounds, about 75%, are caused by shell frag- 
ments, not shrapnel as they are erroneously called. The 
mean weight of these fragments is less than 15 grains 
(1 gm.), and they measure about 1 cm. at the most. 
Distance from the shell explosion is usually from 10 to 
25 meters for those wounded in action and probably 
much closer for those killed in action. This impression 
has been obtained by examining the relative wound in- 
cidence per casualty in the two groups and by interro- 
gating the wounded. 

2. The probable velocity of a significant percentage 
of the shell fragments was determined by deduction from 
certain wound characteristics and was found to fall within 
a range for which protection could be obtained. It was 
noted that about 70% of all missile wounds were of a 
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penetrating type (that is, having a wound of entrance 
but no wound of exit) rather than a perforating type 
or “through and through wound.” This fact allowed for 
a fair estimate of the average missile velocity of shell 
fragments on the battlefield. 

3. The anatomic regional incidence of wounds showed 
that hits on the thorax and abdomen accounted for 
about 30% of the wounds among the men wounded 
in action (table 1), 46% among those dying of wounds 
in a hospital, and 46% among those killed in action 
(table 2). 

4. Actual field trial in Korea showed that the soldier 
could carry an additional 6 to 8 lb. suspended from the 
shoulder girdle without interference to combat per- 
formance. In addition, he desired this protection and 
manifested improvement in morale and increase in ag- 
gressiveness. 

On the basis of these observations, body armor was 
adopted as a standard item of field equipment and, as 
quickly as production allowed, was issued to front line 
combat personnel. Subsequent wound ballistics surveys 
have demonstrated the value of this armor (table 3). 


CURRENT BODY ARMOR 


Nylon and Doron, a compressed Fiberglas, are the 
materials presently utilized in the various prototypes of 
body armor. The first armored vests used in Korea 
(1951) were a combination of nylon and Doron, the 
shoulder girdle area being tailored with nylon. This 
allowed for comfort and mobility. The protective prop- 
erties of the two materials are essentially the same. Vests 
in recent use by the Army have been made entirely of 
nylon. They weigh about 8 Ib. and provide a high degree 
of protection against shell fragments and some degree of 
protection against small arms fire, depending on the angle 
of incidence of the bullet and the range. Bullets hitting 
at acute angles and/or reduced velocities occurring at 
the terminus of flight are frequently defeated by the vests. 
In other instances, the severity of wounds is significantly 
reduced, even though the vest is perforated. 

Because of the widespread use of this armor, a relative 
increase became apparent in the percentage of head 
wounds, neck wounds, and severe wounds of the extrem- 
ities. For example, men who have suffered multiple mis- 
sile wounds, some or one of which could have been lethal 
if in the thorax or abdomen, survive to reach a hospital 
with a head wound or severe mutilations and amputa- 
tions of the extremities. Combat surgeons have also noted 
that the severity of abdominal wounds has decreased and 
that fewer extensive bowel resections are performed. 
This increase in survival time actually leads to an addi- 





From the Armed Forces Institute of Pathology. 
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tional reduction in the number of men killed in action 
because of advanced techniques in battlefield recovery 
and helicopter evacuation. Once a casualty reaches a 
hospital, modern medicine and surgical care assure him 
of a 98% probability of survival. In addition to the pre- 
vention of wounds and reduction in severity of wounds 
to the thorax and abdomen, a valuable psychological 
adjunct has accrued in terms of improved soldier morale, 
for greater confidence in personal safety increases aggres- 
siveness in combat. 


TABLE 1.—Regional Distribution and Types of Wounds in Men 
Wounded in Action 
% Without % With 
Armor Armor 


Region wounded 
14.2 


2.5 
8.7 

30.0 19.5 
10.8 


Upper extremities 5. 28.3 


Abdomen 


Lower extremities 35.0 
Genitalia 0.5 


Type or cause of wound 
NI ID oo so eecietoanekscedesses 53. 59.0 


Small arms missile 5.3 15.4 
Shell fragment 84. 84.6 


TaBLE 2.—Regional Incidence of Lethal Wounds in Men 
Killed in Action 


Without With 
Armor,% Armor, % 

38.0 

8.0 

8.0 

i ile ctan kddbnnbnen wemiuened d 26.0 

Abdomen 9.9 6.0 

ET Gs cess sceccccosestccccves : 4.0 

EOWOT CROTON 6 oo cic vccccvcvccescecees : 8.0 

de Dad i iavedrotinewenceutind z 2.0 


Region Wounded 


TaBLE 3.—Effectiveness of Body Armor Against Missile Hits 


Shell Small 
Fragment Arms 


Un- 
classified Total 
—_—-——_— 
No. % 


Vests hit 2. is : J 254 100.0 
Missiles hitting vests 
Defeated by vest...... 54S 5. 24. 53. 593 67.8 
Perforating vest...... a 75.6 281 32.2 


Average no. missile hits 
per vest 3.¢ i 3. 3.4 


RESULTS 


Classification forbids detailed discussion, but it can be 
stated that in a statistically significant number of in- 
stances 68% of all missile hits on armored vests worn 
in actual combat were defeated. In other words, two out 
of every three of all missiles hitting the vests failed to 
produce a wound. Because of the probability of multiple 
wounds, this does not necessarily mean that a casualty 
or a fatality was prevented, but it does mean that there 
was an absolute reduction in the number of wounds, any 
one of which conceivably could have been fatal or dis- 
abling. Since about one-third of all who sustain thoracic 
and abdominal wounds are wounded in these anatomic 
regions alone, it follows that there is also an actual reduc- 
tion in total casualty incidence. It is possible, and now 
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appears to be true, that this reduction in casualty ingj- 
dence is of approximately the same magnitude for both 
men killed in action and men wounded in action; there. 
fore, a significant change in the ratio of men killed jp 
action to men wounded in action as a result of body 
armor need not be expected. This ratio will remain con- 
stant or fluctuate, determined by the relative change in 
the two magnitudes. The true effectiveness of the vest 
is a simple expression of the percentage of missiles of al] 
types on the battlefield that hit the vests and are defeated. 
The determination of the ballistic qualities of present 
body armor is dependent on carefully controlled labora- 
tory experiments, and its value on the battlefield js 
specifically related to the number of missiles that it de- 
feats; this has been shown to be 68%. 

The body armor in current use was designed primarily 
for the reduction of the number of men killed in action 
on the battlefield. Any reduction of the number wounded 
in action is a gratuitous and natural expectancy. The use 


Wounds caused by shell fragments that perforated vest but did not 
enter thoracic cavity. 


of such armor is, and always will be, a compromise be- 
tween the maximum protection desired and the weight 
load that can be carried without lowering combat effi- 
ciency. Vital anatomic regions, head, thorax, and ab- 
domen, must assume unquestioned priority in protection. 
Improvement of design and search for new materials 
providing maximum protection with minimum weight are 
continuous. 

It is also cogent to consider the application of similar 
protective devices in the civilian defense program. The 
battlefield is no longer confined, and the specter of atom- 
bomb and H-bomb blasts on homeland cities is an ac- 
cepted prospect. Injury from flying debris, such as 
masonry, metal, and glass, is of great importance after 
such blasts,* and conceivably the use of body armor could 
lessen appreciably the staggering morbidity and mortality 
anticipated in such a mass civilian disaster. 


7th St. and Independence Ave. S. W. (25) (Colonel Holmes). 
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The formation of intracranial aneurysms with rupture 
that results in massive subarachnoid hemorrhage has 
been variously attributed to inflammation, trauma, con- 
genital defects of the arterial wall, and arteriosclerosis." 
Except for reports of syphilis and septic emboli, we have 
been unable to find reports indicating an inflammatory 
basis for the origin of these lesions, and traumatic causes 
are obvious and rare. A controversy has continued for 
many years as to whether the great majority of intra- 
cranial aneurysms develop on the basis of a congenital 
defect of the medial muscle at points of bifurcation or as 
the result of arteriosclerosis. While many investigators 
have observed medial defects in cerebral arteries, few 
have been willing to accept these as the sole or even major 
causative factor because of the following considerations. 
1. Medial defects are found as often in cerebral arteries 
of persons without aneurysms as in persons with these 
lesions.” 2. Intracranial (“‘berry”) aneurysms are rare in 
infancy and uncommon before adolescence.* 3. Aneu- 
rysms are rare in other than cerebral arteries, though 
medial defects are found elsewhere.'" 4. Intracranial 
aneurysms are more commonly single than multiple, 
while medial defects are more commonly multiple.'" 
5. Cerebral aneurysms occur at sites other than bifurca- 
tions, one of the more common foci being the anterior 
communicating artery.‘ 6. Experimental traumatic dis- 
ruption of medial muscle alone is not followed by rup- 
ture on application of internal pressure to the vessel.‘ 

During the course of a recent study dealing with se- 
quential morphological changes in the development of 
arteriosclerosis of basilar arteries, nine instances of a 
focal arteritis were seen. The stages of this inflammatory 
reaction varied in different cases and in various areas of 
the same artery from neutrophil infiltration of the intima 
with extension into the adjacent media to examples of 
fibrous tissue replacement of muscle. Such observations 
motivated a study of the possibility that intracranial aneu- 
rysm formation may be a complication of a cerebral 
arteritis. 

Consecutive longitudinal sections of the basilar arter- 
ies were stained with hematoxylin and eosin stain and the 
Verhoeff-Weigert stain for elastic tissue and counter- 
stained with van Gieson stain. A third section was pre- 
pared by the technique of microincineration, and the ash 
pattern was studied with dark-field illumination. Sections 
of multiple blocks from various arteries of the circle of 
Willis of a patient with a saccular aneurysm of the an- 
terior communicating artery were also prepared in a sim- 
ilar manner, but microincinerated preparations could not 
be made because of previous use of a water-containing 


fixative. RESULTS 


The pertinent clinical and pathological data are listed 
in the table. From the various sections studied a sequen- 
tial pattern of events may be reconstructed. The earliest 


lesions appear to consist of a focal intimal infiltration of 
inflammatory cells with beginning disruption of the in- 
ternal elastic lamella. Other sections show a more diffuse 
intimal inflammatory reaction with deposition of fibrin 
and the appearance of elastic filaments; disruption of the 
parent internal elastic lamella remains focal (fig. 1). The 
extension of inflammatory reaction through all layers of 
the wall with marked destruction of the elastica interna 
over wide areas represents the most acute phase of the 
process, as shown in figure 2. This extension is followed 
by progressive organization. Large foci of early hyalini- 
zation and replacement of muscle by cellular fibrous tis- 
sue aré representative of such a process. The end-result 
in many instances is an artery with an intimal depth of 
about 20 to 40% of the thickness of the wall, beneath 
which there are defects of varying widths in the internal 
elastic lamella. In most instances the media is eventually 
replaced, in areas, by fibrous tissue, although gaps have 
been found in the elastica beneath which the media ap- 
pears normal (fig. 3). The latter may represent areas 
of resolved inflammation without destruction of muscle. 

Apparently in some instances the elastica is not com- 
pletely destroyed, although destruction of muscle has 
occurred. This may perhaps be accounted for on the basis 
of inflammatory cells entering the media through the vasa 
vasorum in sharply demarcated foci, as suggested by the 
location of inflammatory cells as shown in figure 3, or by 
extension from the intima through spaces between elastic 
filaments. At any rate, when muscle is destroyed beneath 
a frayed elastica interna, outpouching of the wall may be 
associated with herniation of elastic tissue into the diver- 
ticulum. Figure 3 illustrates such an event; active inflam- 
mation is still present. 

In the one case in which a grossly demonstrable aneu- 
rysm was found in association with acute arteritis (fig. 
4), the wall of the aneurysm and ofthe adjacent arteries 
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was considerably thinner than in cases in which aneu- 
rysm formation was apparently on an arteriosclerotic 
basis. Figure 5 illustrates typical instances of the latter 
type. 

In regard to the clinical data shown in the table, seven 
of the nine patients showed evidence of hypertension, 
either in the form of cardiac hypertrophy without valvu- 
lar disease or of variations in blood pressure; an eighth 





Fig. 1.—Photomicrograph of artery of 67-year-old male patient in case 6. 
Diffuse infiltration of neutrophil and mononuclear cells in the tunica 
intima with increase in elastic fibrils is seen. Disruption of internal elastic 
lamella has occurred at point marked A. Magnification is about 160 times. 


(case 7) might be considered a person with mild hyper- 
tension, although there was no evidence of cardiomegaly 
at autopsy. The patient reported on in case 5 was the 
only distinctly nonhypertensive person, but noteworthy 
in this instance is the presence of exfoliative dermatitis, 
which may have been allergic in origin, and the thrombo- 
sis of the left brachial artery, which may conceivably 
have developed on the basis of an allergic vasculitis. 

It is also noteworthy that only one patient (case 7) 
showed cerebral arteriosclerosis of sufficient severity to 
cause cerebral thrombosis. Pertinent also in regard to 
cerebrovascular disease is case 9. This patient presented 
a history of treatment for syphilis, but antemortem blood 
and spinal fluid Kahn and Wassermann tests were nega- 
tive and there was no colloidal gold in the spinal fluid. 
However, spinal fluid protein was elevated (178 mg. per 
100 cc.), and autopsy showed a chronic arachnoiditis in 
addition to the microscopic findings of cerebral arteritis 
and basilar artery aneurysm. Postmortem examination of 
the brain showed no spirochetes. 


COMMENT 


We have presented evidence for the development of 
an inflammatory process in cerebral arteries nonembolic 
and nonsyphilitic in origin, which may lead to focal areas 
of destruction of the elastica interna and focal fibrous 
replacement of medial muscle. This does not, however, 
appear to be the inevitable outcome of such an inflam- 
matory process, since instances were also observed in 
which medial muscle remained intact under defects in 
the elastic lamella; this was considered as possible evi- 
dence of resolution of an inflammatory process without 





5. Karsner, H. T.: Acute Inflammations of Arteries: American Lecture 
Series, no. 6, American Lectures in Pathology, Springfield, Ill., Charles C 
Thomas. Publisher. 1947. 
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destruction of muscle. In most instances the gaps in the 
elastica interna were devoid of elastic elements and the 
intact lamella at the margins of the defect showed squared 
edges, as if the elastic band had been weakened ai one 
point and a sudden dilating force had caused it to break: 
subsequent retraction then probably resulted in the for- 
mation of a gap. However, in a few instances elastic fibrils 
traversed the area of medial inflammation or fibrosis, and 
a resulting focal outpouching of the vessel wall was asso- 
ciated with a herniation of the elastic elements into the 
diverticulum; the latter were considered microscopic 
aneurysms. 

The microscopic characteristics of the lesion described 
here coincides with those that Karsner attributes to an 
acute proliferation arteritis.° This author points out that 
thrombosis in this particular form of arterial inflammation 
is rare; it may be localized to one organ, such as the ap- 
pendix, gallbladder, or kidney, or may show a more 
widespread distribution in rheumatic fever, essential 
polyangiitis (polyarteritis nodosa), or acute syphilis. It 
has also been reported as occurring in gangrene due to 
ergot and experimentally following repeated adrenal 
grafting. 

In 1930, Schmidt *! summarized the findings in 23 
cases of subarachnoid hemorrhage; there were 4 in- 
stances of syphilitic endarteritis of small arteries, 11 of 
arteriosclerotic aneurysm, 5 of “congenital” aneurysm, 
and one of possible mycotic aneurysm. The latter patient 
presented a lesion consisting of small mononuclear cells 
in the adventitia along with a mesarteritis and some in- 
timal proliferation. There was no evidence of septicemia 
or subacute bacterial endocarditis. Unfortunately, photo- 





Fig. 2.—Photomicrograph of artery of 49-year-old female patient in 
case 4. A wide band of granulation tissue replaces the media. The elastica 
interna is broken over a wide area, and neutrophils and lymphocytes 
infiltrate all the layers of the artery. Magnification is about 130 times. 


micrographs and a detailed description were not pre- 
sented. Among 54 instances of subarachnoid hemorrhage 
reported by Martland" there were 9 examples of “rup- 
tured hypoplastic cerebral arteries with status lymphati- 
cus” in patients ranging from 10 to 30 years of age. The 
author questioned the validity of including these cases 
because the subarachnoid hemorrhage may have been 
secondary to hemorrhage found within the cerebe!lum 
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and the occipital lobes. Again, unfortunately. an adequate 
microscopic description of the hypoplastic arteries was 
lacking. 

Kernohan and Woltman ° have reported four cases of 
focal necrosis occurring either in the posteroinferior 


cerebellar or in the vertebral arteries after simple un- 


complicated abdominal operations, which resulted in 
rupture and massive subarachnoid hemorrhage. The 


Fig. 3.—Photomicrograph of artery of 60-year-old man in case 5. The 
frayed elastica herniates into a diverticulum, but the underlying wall shows 
a crescentric area of fibrosis that occupies the entire media. Magnification 
is about 120 times. 


authors felt that such rupture might explain some of the 
examples of subarachnoid hemorrhage of undetermined 
origin and suggested that such lesions represented small 
infarcts of the media due to occlusion of the vasa vaso- 
rum. It would be difficult, however, to attribute such a 
cause to the crescentic scarring immediately beneath the 


Fig. 4.—Photomicrograph of artery of 56-year-old male patient reported 
on in case 9, Distinct herniation of frayed elastica interna occurs through 
area of focal inflammatory reaction. Granulation tissue encircles the 
diverticulum, but ends abruptly with normal muscle at both sides. Magni- 
fication is about 120 times. 


gaps in the internal elastic lamella in the present cases, 
since the entire thickness of the muscular coat was usu- 
ally not involved. Furthermore, an infarct would be 
expected to encompass a much wider area than was gen- 
erally observed here; such an event would not explain 
gaps in the elastic lamella over intact media. 
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In none of the cases in the present series was there 
evidence at autopsy of septicemia, rheumatic fever, or 
syphilis, except for the remote possibility in case 9. 
Jores * has reported a case of bacterial endocarditis in 
which aortic inflammation extended into the innominate 
and carotid arteries but no farther into the circle of Willis. 
No evidence of endocardial disease of any type was found 
in the cases comprising the present report. The lesions of 
essential polyangiitis may resemble, in some respects, 
those described here, especially in the tendency towards 
aneurysm formation; however, the pathological findings 
are not generally limited to the vascular supply of one 
organ. Furthermore, no evidence of polyangiitis was 
found in the present series either clinically or at autopsy, 
and except in case 5, no vascular lesions were found 
other than in the brain. It is curious in this regard that 


Fig. 5.—Gross appearance of aneurysms near the junction of vertebral 
and basilar arteries of a patient whose case is not presented in this 
paper. The aneurysms were apparently of arteriosclerotic origin. The 
photograph on the top shows focal sacculations (A and B) of arteries 
in the unopened state. The other photograph shows a formal cut; marked 
arteriosclerosis with obstruction at the bifurcation is seen. Penetration 
of the wall by the plaque is particularly evident in the left vertebral 
artery at A. 


the giant cells in the lesions of essential polyangiitis, 
which Karsner ° believes may be a response to fragmen- 
tation of the elastica, were not observed in these arteries. 

The lesions of temporal arteritis also resemble the 
present ones in some respects, and it is pertinent that 
Harbitz * described a patient with involvement of both 
carotid arteries, a case which was probably of similar 
character. The complication of aneurysm formation, 





6. Kernohan, J. W., and Woltman, H. W.: Postoperative, Focal, Non- 
septic Necrosis of Vertebral and Cerebellar Arteries, with Rupture and 
Subarachnoid Hemorrhage, J. A. M. A. 122: 1173 (Aug. 21) 1943. 

7. Jores, L.: Arterien, in Henke, F., und Lubarsch, O.: Handbuch der 
speciellen pathologischen: Anatomie und Histologie, vol. 2, Herz und 
Gefisse, Berlin, Springer-Verlag, 1924, pp. 647-671. 

8. Harbitz, F.: Bilateral Carotid Arteritis, Arch. Path. & Lab. Med. 
1: 499, 1926. 
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however, is not generally found in temporal arteritis, and 
it was not observed by Harbitz. Further, the possibility 
of thromboangiitis obliterans (Buerger’s disease) must 
also be considered, but the absence of thrombi in our pa- 
tients and the extreme unlikelihood of aneurysm forma- 
tion in thromboangiitis obliterans very likely rules out 


this disease as a consideration. 


Finally, the possibility of an inapparent viral or rickett- 
sial origin should be considered. Perivascular nodules of 


mononuclear cells in the brain and other organs have 
been observed in rickettsial infections by Allen and 
Spitz,’ but this reaction involved small intraparenchymal 
arteries, and no aneurysms were found. Pinkerton '’ has 
observed severe cerebral arteriosclerotic lesions in a 
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hyalinization and focal vascularization of the intima. 
However, no feature comparable to the fibrinoid deposits 
between thrombus and vessel wall was identified jy the 
present series, and no instances of thrombosis were ep. 
countered. 

A further difference is the absence of characteristic 
gaps in the elastica interna in stenosing coronary arteritis. 
These dissimilarities may be attributed to differences jn 
the response to injury of arteries from these two sites 
based on inherent structural differences. The coronary 
artery possesses an external elastic lamella and rather 
stout adventitial collagen, while the basilar artery charac- 
teristically has a rudimentary or absent external lamella 
and scant collagenous adventitia. Injury to the internal 


Summary of Cases 











‘ Heart 
Case : Weight, Brain 
No. Age, Yr. Sex Cause of Death Gm. Lesions Basilar Artery 
1 30 F Adrenal cortical hyperfune- 430 None Two distinet foci of fibrosis in media beneath gaps 
tion; acute pancreatitis in the elastica interna; cellular fibrous tissue but 
no acute inflammatory cells 
2 43 M Malignant nephrosclerosis; 560 None Foeal and diffuse intimal infiltration of neutrophils 
uremia and mononuclear cells; elastie tissue destroyed in 
many areas by inflammatory process; loose gran ( 
ulation tissue throughout media; inflammatory 
reaction in adventitia; outward bulging of wall 
3 43 M Multiple myocardial infarets 600 None Saucer-shaped area of fibrosis beneath abrupt break ‘ 
in elastica interna 
4 49 F Ruptured aneurysm of ante- 35 Subarachnoid In left middle cerebral artery, a well-demarcated 
rior communicating artery hemorrhage granulating fibrous tissue replacement occurs in 
media; elastica interna is broken and inflamma- 
tory reaction is diffuse through the intima, media, ( 
and adventitia 
5 60 M Exfoliative dermatitis; throm- 230 None A erescentie area of fibrosis replaces the media he- 
bosis of left brachial artery neath a filamentous elastic lamella, with out i 
pouching of vessel wall and herniation of elastica 
into the diverticulum. In another area a focal ( 
intimal infiltration of neutrophils and lympho 
cytes occurs, with fraying and granulation of f 
elastica and mononuclear infiltration of media 
6 67 M Carcinoma of esophagus 390 None Mild diffuse infiltration of intima by small mono 
nuclear cells; elastica interna remains intact t 
7t 75 M Encephalomalacia, old and 280 Recent en- Diffuse and focal infiltration of intima by small t 
recent cephalo- mononuclear cells; beading of elastica interna 
malacia of accentuated where aggregates of inflammatory \ 
right corpus cells oceur 
callosum; t 
old lesion in ‘ 
left mternal l 
capsule F 
8 83 M Bronchopneumonia 410 None Wide gaps in internal elastica lamella; mature 
fibrosis of media except one focus, which contains [ 
large mononuclear cells f 
y 56 M Arteriolar nephrosclerosis; 550 No encepha- Intima covered by a large atheromatous plaque; 
uremia lomalacia; well-demarcated focus of medial and adventitial \ 
chronie ar- infiltrate of mononuclear cells on both sides; out I 
achnoiditis pouching of wall only at this focus, with hernia- 
tion of frayed elastica interna into the diverticulum 4g 
* The blood pressure of this patient was 190/110 mm. Hg. + The blood pressure of this patient was 155/70 mm. Hg. is t 
t! 
young female with cerebral involvement by viral disease, elastic lamella of a cerebral artery is therefore more likely : 
but in his patient there were numerous inclusion bodies to result in the formation of an aneurysm since the la- t 
by which the pathological process could be identified, mella of this vessel does not have the additional elastic 
while no parenchymal lesions were observed in the pres- support that is present in the external lamella of coronary ( 
ent series. arteries. y 
The arteries observed in our series resemble in many The importance of the internal elastic lamella in pro- fi 
respects those observed in stenosing coronary arteritis." tection against the formation of aneurysms has been a 
The diffuse infiltration of acute inflammatory cells recognized by many investigators. Eppinger ' first ob- n 
throughout the wall and the irregular fibrous replacement served gaps in the elastica interna of cerebral arteries, b 
of the media are similar, as are segmental adventitial which he believed to be congenital defects, and recog- ( 
, ; nized their importance in the formation of intracranial P 
9. Allen, A. C., and Spitz, S.: A Comparative Study of the Pathology ms pads a fi 
of Scrub Typhus (Tsutsugamushi Disease) and Other Rickettsial Diseases, aneurysms. Forbus, © in describing the medial defects at f 
Am. J. Path. 21: 603, 1945. : . ace oie 
10. Pinkerton, H.: Personal communication to the authors. the bifurcations of cerebral arteries, felt that such a locus e 
11. Zak, F. G.; Helpern, M., and Adlersberg, D.: Stenosing Coronary of diminished resistance becomes important only after P 
Arteritis: Its Possible Role in Coronary Artery Disease, Angiology 3: 289, . ‘ d 
1982. the internal elastic membrane has degenerated an t 
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broken. Glynn ** demonstrated that the resistance in 
the cerebral arteries to dilatation depends for the most 
part on this elastic structure; artificially produced injury 
to muscle tissue did not appreciably alter the ability 
of the artery to withstand pressures as great as 500 
mm. Hg. 

Carmichael ** has also observed gaps in the elastica 
interna of cerebral arteries, and, as in the present series, 
these were not characteristically at branches or beneath 
intimal plaques. He also observed that the hyalinization 
of the underlying media was generally not through the 
whole thickness of the muscular coat. None of these in- 
vestigators have offered an explanation for the occur- 
rence of gaps in the internal elastic lamella other than 
the possibility of a congenital defect. From our observa- 
tions it is likely that in at least some instances an inflam- 
matory process produces a point of weakness in the elas- 
tic lamella, which then ruptures abruptly at moments of 
excessive dilatation of the artery. Retraction of the elastic 
membrane probably then produces a gap of the type 
described. 

The formation of intracranial aneurysms on an arterio- 
sclerotic basis is probably also dependent on the develop- 
ment of a weakness or break in the internal elastic la- 
mella. The ability of arteriosclerotic plaques to penetrate 
elastic membranes is generally recognized; the increased 
tendency towards aneurysm formation in cerebral arteries 
is again probably caused by the lack of supplementary 
elastic support of the external lamella and medial elastic 
elements that are present in other arteries. This lack of 
supplementary support results in a considerably greater 
tendency of plaques in cerebral arteries to penetrate 
through the media and come to rest on the adventitia. 
When such plaques break through the internal elastica, 
the broken ends of the elastic membrane are character- 
istically frayed, in contrast to the sharply squared edges 
at the margins of gaps attributed to an inflammatory 
process; this is probably due to the fact that in the 
former instance the process is prolonged and gradual, 
while in the latter instance the break is rather sudden. 
Furthermore, elastosis of the internal membrane of the 
artery is considerably more marked in the reaction to 
the prolonged effect of physical forces that condition 
the adaptive arteriosclerotic response ** than to the 
more acute injury produced by a process of inflamma- 
tion. 

The complications of gaps in the elastic lamella and 
of aneurysms may therefore be attributed to structural 
weaknesses inherent in cerebral arteries and may result 
from a number of initiating causes. This report presents 
a pathogenic factor of inflammation not heretofore recog- 
nized. As the foregoing discussion indicates, the resem- 
blance to certain lesions such as essential polyangiitis and 
temporal arteritis suggests an allergic phenomenon as a 
possible etiological factor, and case 5 could conceivably 
fit into this category. The possibility of an inapparent in- 
fectious agent, such as a virus or rickettsia, cannot be 
excluded with certainty, although it appears unlikely. 
Particularly significant may be the experimental observa- 
tion that repeated adrenal transplants may give rise to 
an acute proliferative arteritis ° since all but two of our 
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nine patients were hypertensive and, indeed, one patient 
had adrenal cortical hyperfunction (Cushing’s disease). 
Excessive adrenal cortical activity has been considered 
as a possible etiological factor in hypertension.'* We have 
been unable to obtain evidence of the use of cortisone as 
a therapeutic agent in any of these persons, but further 
exploration of a possible hormonal factor in the produc- 
tion of the lesions that are described in this paper is now 
in progress. 

SUMMARY 


An apparently heretofore unrecognized pathogenic 
factor of inflammation in the development of intracranial 
(“berry”) aneurysms was seen in nine patients showing 
various stages of a proliferative arteritis. From the patho- 
logical studies a sequential pattern was reconstructed: 
first, an acute stage of inflammation that progressively 
involved all layers of the wall and eventually destroyed 
parts of the internal elastic lamella, and second, a healed 
stage in which there are sharply demarcated gaps in the 
elastica interna and focal fibrous tissue replacement of 
medial muscle. The formation of microscopic aneurysms 
as a complication of this process has also been demon- 
strated. In one case of a clinically demonstrable aneu- 
rysm of the anterior communicating artery, an acute 
proliferative arteritis was discovered in the left middle 
cerebral artery. 

216 S. Kingshighway (Dr. Blumenthal). 
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13. Russi, S.; Blumenthal, H. T., and Gray, S. H.: Small Adenomas of 
the Adrenal Cortex in Hypertension and Diabetes, Arch. Int. Med. 
76: 284 (Nov.-Dec.) 1945, 





Cation Exchange Resins.—Acidosis, a not infrequent disturb- 
ance, was noted early in the use of resin therapy. These early 
resins exchanged hydrogen ions for the positive ions in the 
body, with a resultant loss of bicarbonate and the prodction of 
the clinical syndrome of acidosis. This was reported to be far 
more likely to occur in the presence of renal disease. Hypo- 
kalemia, hyponatremia and, to a lesser extent, hypocalcemia 
were also observed. Due to the removal of these ions by the 
changed resin, gastric and oral irritation due to the rapid ex- 
change of the hydrogen ions in the upper gastrointestinal tract 
was also reported. These complications appeared to limit the 
safe use of exchange resins to hospitals and laboratories, where 
technicians were available for determining serum levels of 
sodium, potassium, calcium and carbon dioxide combining 
power. Refinement in resin therapy saw the development of the 
so-called balanced resins, which exchanged ammonium and po- 
tassium ions instead of hydrogen ions. This refinement in resin 
therapy was designed to protect against the serious disturbances 
of electrolyte imbalance. However, many clinicians have felt 
reluctant to use resins without extensive laboratory control. If 
taken literally, these precautions would thus not only appear to 
demand facilities that the practicing physician does not always 
have available, but would also impose on the patient the cost 
of many laboratory tests. Because of these limitations, we used 
resins only when other treatments to mobilize fluids had failed. 
Later, as we treated more patients, it seemed that the need for 
controls had been over-emphasized. In the vast majority of our 
cases no serious complications from electrolyte imbalance had 
occurred.—C. W. Smith, M.D.; K. E. Quickel, M.D.; A. E. 
Brown, M.D., and C. G. Thomas, M.D., How Safe is Cation 
Exchange Resin Therapy When Used in Private Practice? A 
Clinical Study and Parallel Laboratory Study, Annals of In- 
ternal Medicine, June, 1954. 
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EARLY MANAGEMENT OF THE INJURED HAND 


Joseph D. Godfrey, M.D., Buffalo 


In accordance with preventive medicine programs in 
industrial surgery, early management of the injured hand 
starts before the trauma is sustained. No greater divi- 
dends may be accumulated than those gained by the in- 
dustrial surgeon who tours his plant to eliminate hazards. 
He must be a safety engineer. The responsible surgeon 
should be capable of managing all phases of the therapy 
of hand injuries and should, with the first inspection of 
the traumatized hand, envision the entire subsequent 
course, from first aid to rehabilitation. Step-by-step treat- 
ment and reconstruction follow. Certain procedures that 
in times past were considered urgent may now safely and 
advantageously be deferred. 

The injured hand is inspected at the first aid station for 
serious bleeding and obvious nerve, tendon, and bone 
injury as well as for contaminants and irritants. The es- 
sential facts are recorded, and sterile, wrapped pressure 
dressings are applied for control of bleeding. Ligation may 
be necessary in severe cases of hemorrhage. The ex- 
tremity is then placed in a sling and elevated to the Jones 
position. The surgeon should next make his own critical 
investigation of the injured hand. An inventory of the 
integument is followed by appraisal of bone damage, 
utilizing scout roentgenograms, and the routine tests 
for tendon function and nerve involvement. Fundamental 
and functional anatomy of the hand are inseparable. The 
dynamically balanced and functionally positioned hand 
is one with all the digits in partial flexion, the thumb in 
moderate opposition, and the wrist in slight extension 
or cock-up (fig. 1). In this respect one has only to note 
the arches of the normal hand at rest. If full flexion is 
carried out, all fingers converge toward the navicular 
(fig. 2). The surgeon must be ever mindful of this posi- 
tion of function in the management of the involved skin, 
tendon, muscle, nerve, and osseous structures. For pur- 
poses of presentation, traumatic difficulties will be 
classed as closed and open. 


CLOSED INJURIES 

Beginning with the finger tip, the first fracture en- 
countered is that of the tuft of the distal phalanx. This 
is usually the result of a compression force, which may 
produce an oblique, transverse, or comminuted fracture. 
The problem is not necessarily replacement of the frag- 
ments but rather treatment of the soft tissues. The invari- 
ably present subungual hematoma and laceration of the 
nail bed are treated by decompression by means of drill- 
ing the nail or removing it, depending on the severity 
of the injury. The nail bed should be covered with fine- 
meshed gauze, silk, or nylon, and a metal protector splint 
should be placed over the dressing. Small chip fractures 
that do not involve tendons are treated much like sprains. 
They are bandaged, strapped, or splinted for a period of 





Read before the Section on Orthopedic Surgery at the 102nd Annual 
Meeting of the American Medical Association, New York, June 3, 1953. 

Because of lack of space, the bibliographic references have been omitted 
from THE JOURNAL and will appear in the author’s reprints. 


time not longer than four weeks, depending upon the |o- 
cation and size of the chip. 

Mallet finger is due to an avulsion of the extensor ap- 
paratus at the dorsal, proximal margin of the distal pha- 
lanx with or without a small fragment of bone. This dis- 
ability is too often mismanaged, giving unsatisfactory 
results. Flexion of the proximal interphalangeal joint and 
extension of the distal joint will, in most instances, con- 
tact the avulsed tendon to the main portion of the distal 
phalanx. The finger should be held in this manner for 
four weeks. The use of adhesive tape (difficult to main- 
tain), plaster, plastic materials, or Kirschner wire for 
fixation in the long axis will maintain this position and 
give an excellent result if the treatment is given early. 
Use of the tongue-depressor splint to maintain all joints 
in extension is to be deplored. The success of the former 
position is due to the fact that flexion of the proximal in- 
terphalangeal joint slackens and immobilizes the distal 
extensor apparatus, while extension of the distal pha- 
lanx apposes the disrupted surfaces. Surgical repair of 
mallet finger may be necessary if the avulsion has been 
untreated or improperly splinted for a week or more. If 
this is the situation, the end results are not encouraging. 


Middle and proximal phalangeal fractures present un- 
appreciated problems because of the proximity of tendon 
sheaths. Encroachment on the sheaths will often disrupt 
the gliding mechanism and may produce adhesive reac- 
tions, a detouring of the tendon, or even its attenuation. 
Another difficulty in the management of these fractures 
is correction and control of long axis rotation. When 
improperly controlled, the finger will not beam toward 
the navicular on flexion. Transverse and oblique frac- 
tures usually may be managed efficaciously by con- 
servative measures. Reduction may be maintained in the 
all-important position of function by placing the digit in 
a semiflexed position with or without traction and splint- 
ing over a plaster arch, the universal hand splint, or other 
similar devices. An empty ether can may be used for a 
splint in index and middle finger fractures in men with 
large hands. A disadvantage of this method is the diffi- 
culty of roentgen examination. A good hand splint must 
foster the normal positions of the fingers (fig. 1 and 2). 
Supracondylar fractures of the phalanges, usually oc- 
curring in the proximal phalanges, pose serious prob- 
lems. Often the fracture line is intracapsular, and the 
small fragment spins as much as 180 degrees on its 
transverse axis. Anatomical reduction should be secured 
and maintained even if it involves an arthrotomy and 
use of a fine Kirschner wire transgressing the joint. The 
fracture should be immobilized for three weeks. 

Intramedullary fixation is gaining more and more at- 
tention, since it permits early active motion. It may be 
utilized in fractures of the metacarpal shaft if it is impos- 
sible to maintain position by nonoperative methods. 
Skeletal traction with fine Kirschner wires in small trac- 
tion bows has a definite place in the armamentarium of 
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the surgeon. Usually a transverse wire is placed through 
the distal phalanx with the phalanges positioned in the 
arches indicated by the functional position of the hand. 
Again, rotation control must be stressed. Fracture of the 
metacarpal head rarely requires skeletal fixation, particu- 
larly if the fracture is a transverse one. When the proximal 
phalanx is flexed 90 degrees in relation to the metacarpal 
shaft the lateral bands are tensed, and excellent rotation 





















Fig. 1.—Hand in position of function. 


control of the head is obtained. One needs merely to 
press upward on the finger flexed into the palm while the 
metacarpal shaft is pushed downward to restore good 
position. Caution should be observed regarding pressure 
on the dorsum of the hand and the proximal interpha- 
langeal joint when the hand is immobilized in this posi- 
tion, because necrosis at these points is easily produced. 
In oblique fractures of the shafts of the metacarpals trac- 
tion is often required to accomplish and maintain reduc- 
tion. This is best accomplished by skeletal means as 
described above, again keeping in mind the longitudinal 
metacarpal arches. Another satisfactory method for 
maintaining reduction once it is obtained in the spiral 
fracture is by means of transfixation Kirschner wires 
utilizing the adjacent sound metacarpals. Fixation by this 
method allows early, judiciously active use, for the wires 
may be cut off and buried and a cast need not be applied. 
Intramedullary fixation of metacarpal fractures has sal- 
vaged many a traumatized hand, for the rigidity asso- 
ciated with its use has permitted early activity, thereby 
decreasinz the problems associated with soft tissue reac- 
tions such as edema, fibrosis, and capsulitis. Its use is 
restricted to transverse or short oblique fractures with 
minimal or no comminution. A disadvantage is that the 
straight pin or wire flattens the longitudinal metacarpal 
arch. Those familiar with hand surgery can fully appre- 
ciate the disturbance of musculoskeletal mechanics in- 
volved. 

Fractures at the bases of the metacarpals do not usu- 
ally displace greatly, and their management is similar to 
the methods previously mentioned. The one exception 
to this is the Bennett fracture, which involves the base 
of the first metacarpal. The triangular-shaped fragment, 
comprising one-third to one-half of the ulnar portion 
of the base, remains in position, while the shaft fragment 
displaces dorsoradially over the greater multangular. 
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Usually this can be corrected by manual traction and 
manipulation with maintenance of the thumb in a hyper- 
extended and abducted position. Skeletal traction through 
the proximal phalanx may be used with the thumb in this 
position if necessary. It is essential that malunion with its 
secondary changes be prevented, if possible, because of 
the concomitant loss of essential ranges of motion, par- 
ticularly those of abduction and opposition. 


OPEN INJURIES 


Open or compounded injuries are of great impor- 
tance from the standpoint of early management. Ideal 
operating-room conditions must prevail, with all possibiy 
necessary instruments available. Fine, nonirritating 
suture material is essential to good repair. These injuries 
must never be left to untrained and uninitiated personnel 
in the emergency room. An important step in the surgi- 
cal treatment is the application of a pneumatic tourni- 
quet, with three minutes of elevation of the limb prior to 
inflation of the tourniquet. An accepted time limit for 
duration of inflation is one hour. At the end of an hour 
one should decompress the cuff, ligate as indicated, and, 
if desirable, reinflate the cuff. This routine also allows 
skin viability to be determined. Soap and water remain 
the most acceptable cleansing agents. Meticulous care, 
preparation, and irrigation with copious amounts of iso- 
tonic sodium chloride solution will effectively convert a 
contaminated injury into a clean surgical wound. Al- 
though awkward for the operator, cleansing with the 
wound face down has obvious advantages. Cultures 
should be taken and sensitivity tests begun at this time 
and penicillin and other suitable antibiotics administered 
preventively while laboratory results are awaited. Toxoid 
and/or antitoxins may be administered at elective times. 
Débridement demands hindsight, foresight, insight, and 
courage. Viable and potentially useful bone fragments 





Fig. 2.—Fingers in flexion, with their axes converging on the navicular. 


should be saved and tendons and nerves identified. An- 
atomical references should be available. 

At this point the question of how much reconstruc- 
tion may be safely undertaken arises. Restoration of the 
framework with its cover takes precedence. It is dis- 
tressing to imagine what would happen if a severed nerve 
and tendon were repaired and laid adjacent to a com- 
pounded, comminuted phalangeal fracture, with the at- 
























tendant difficulty in obtaining and maintaining reduction. 
The surgeon should utilize accepted methods of fracture 
fixation and then, by plastic procedures, cover the open 
injury with skin. He may transfer free split-thickness 
grafts; use relaxing incisions and graft donor sites; lift 
a skin flap from an adjacent structure or area, again 
grafting the denuded donor area; fillet a useless finger, 
laying its skin over an exposed area; or, if necessary, use 
an abdominal flap. 

In treating injured tendons of the hand, particularly 
the flexors, it is generally believed that primary suture is 
not the procedure of choice, although opinions may 
justifiably differ. Flexors may be repaired or grafted 
better through delayed procedures, while extensors may 
be safely repaired primarily. One should avoid repairs 
over malaligned, unstable fractures adjacent to the nar- 
row sheaths and tunnels. It is felt that the best time 




























































































Fig. 3.—Dynamic splint made with 0.094-0.106 spring steel wire and 
wooden dowel, allowing free exercise of fingers. 






for the repair of tendons is within the first six to eight 
hours after the injury occurred. Fine, nonirritating suture 
material should be used. 

Interrupted nerves should be repaired as early as pos- 
sible in order to prevent irreversible, degenerative muscle 
and nerve changes; this dictum includes the digital nerves. 

Amputations should be performed at levels that will 
give the most satisfactory functional and cosmetic re- 
sults. In finger tip amputations, revision with minimal 
sacrifice of bone or primary free split-thickness grafts 
should be used. Transfer from an adjacent finger or the 
thenar eminence by a flap involves the risk of two in- 
fected areas, and it is the consensus of opinion that no 
skin from the palm of the hand should be sacrificed to 
the repair of a finger tip. The loss of two phalanges of a 
digit may justify resection of that digit through the base 
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of the metacarpal. The functional and cosmetic resy}j 
thus obtained are far more acceptable. “In the thump 
save every cell.” 

Dressings should be the boxing glove variety. | ine- 
meshed gauze to cover the incisions and/or wounds: 
fluffed gauze sponges, sea sponge, or well-picked surgical 
mechanic’s waste in and about the hand; wrapping in 
sheet wadding; and immobilization to the elbow ip 
plaster are recommended. A window may be cut if neces- 
sary. Increased use of this dressing is made possible by 
skeletal fixation. It should be emphasized that the hand 
should be immobilized in the position of function. The 
minimal activity that is possible within the dressing will 
aid in decreasing soft tissue swelling. In this connection, 
the hand should be elevated postoperatively for 48 to 
72 hours. 

Causalgia, which is impossible to predict, difficult to 
control, and a problem to treat, requires early and, often, 
frequent cervicodorsal sympathetic blocks. Active use 
of the hand should be promoted as much as possible 
during the effects of blocks. The severity of trauma is 
no index of the gravity of the causalgia. Physiotherapy 
may begin immediately postoperatively with elevation 
and activity within the restriction of the dressings. On 
removal of immobilizing dressings, soap soaks, dynamic 
splinting (fig. 3), and active and passive exercises every 
hour, together with observation, encouragement, and 
use but not abuse, are imperative. Without the patient's 
cooperation, the entire program of rehabilitation will 
fail. The surgeon’s observation, vision, imagination, and 
experienced technique and the courage to gamble, added 
to the patient’s willingness to work toward restoration 
of function, will salvage many a hand that would other- 
wise have been doomed to a depressing and unneces- 
sary disability. 

71 W. North St. (2). 





Pulmonary Stenosis——The diagnosis of pulmonary stenosis 
should be suspected in patients with a harsh systolic murmur, 
maximal along the second, third, or even (infrequently) fourth 
interspace, with a pulmonary second sound which may vary 
from normal to reduplicated or diminished, and with an electro- 
cardiogram which may vary from normal to one indicating right 
ventricular hypertrophy. The x-ray may be normal or may show 
a prominent main pulmonary segment with quiet lung shadows. 
The diagnosis can be proved only by cardiac catheterization. 
Angiocardiography is unsatisfactory for accurate diagnosis. 
The diagnosis can usually be made after auscultation, electro- 
cardiography, and fluoroscopy. However, this appears to be one 
disease whose precise presence can be proved only by right heart 
catheterization. The opinion of the pathologist is unreliable in 
the recognition of mild obstruction in the atonic dead heart. 
Minimal requirement for making the diagnosis should be the 
presence of a harsh, grade II or greater systolic murmur maxi- 
mal near the pulmonary area and a difference in pressure 
gradient from pulmonary artery to right ventricle of 10 mm. 
of mercury or greater. Any case which just filled these minimal 
requirements would obviously be a mild, asymptomatic case in 
which no treatment was indicated. Cardiac catheterization is the 
only reliable method for determining the presence of pulmonar) 
stenosis in the intact patient. Pulmonary stenosis is difficuli— 
in fact, impossible—to recognize consistently by angiocardio- 
gram. In the atonic, nondynamic heart, as seen at autopsy, the 
recognition of mild degrees of pulmonary stenosis may be 
difficult—E. G. Dimond, M.D., and T. K. Lin, M.D., The 
Clinical Picture of Pulmonary Stenosis (Without Ventricular 
Septal Defect), Annals of Internal Medicine, June, 1954. 
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THERAPY OF CHRONIC ULCERATION OF THE LEGS ASSOCIATED 
WITH SICKLE CELL ANEMIA 


Amoz I. Chernoff, M.D., John B. Shapleigh, M.D. 


Carl V. Moore, M.D., St. Louis 


About 30 to 50% of all persons with sickle cell anemia 
have ulcers of the leg at some time during their lives.* 
The ulcerations most commonly appear on the lower 
third of one or both legs, usually over the malleoli.* 
Although there is frequently a history of trauma, often 
very minor in nature, a significant number of such lesions 
appear spontaneously. Characteristically the ulcers are 
chronic, persisting ior months or even years and later 
recurring at the same site or in an adjacent area. They 
almost always are infected and possess a purulent, ne- 
crotic base, which may extend down to muscle tissue or 
bone. Pain is usually present and may be disabling. The 
pathogenesis of the ulcers associated with sickle cell 
anemia is not known, although it has been suggested that 
stasis of the abnormally shaped erythrocytes in capillaries 
with resultant interference with blood supply may be 
partly responsible. The results of treatment have been 
poor at best. Salves and ointments used locally accom- 
plish little except, perhaps, reduction of the severity of 
the concomitant infection. Skin grafts have been at- 
tempted unsuccessfully. Recently, cortisone therapy has 
been reported to aid in the healing of an ulcer in a patient 
with sickle cell trait. The combination of bed rest and 
local therapy will usually cause these ulcers to heal, but 
only after a period of weeks to months. Improvement 
and subsequent healing of a typical ulcer associated with 
sickle cell anemia has been reported during pregnancy,* 
but the reason for the improvement is obscure. 

Because high concentrations of inspired oxygen de- 
crease intravascular sickling,° we first tried the effect on 
the rate of healing of 70 to 90% oxygen administered 
by face mask. When this approach failed, a trial of trans- 
fusion therapy was begun. Normal erythrocytes survive 
normally when transfused into patients with sickle cell 
anemia,® so it was not difficult to maintain erythrocyte 
values at levels approaching normal concentration for 
a period of several months. During this time the oxygen 
supply to the tissues surrounding the ulcers was presum- 
ably greatly improved. The therapy used in this study 
consisted of a combination of bed rest, conservative local 
therapy, and transfusions of whole blood in quantities 
sufficient to maintain the hemoglobin at near-normal 
levels until healing was complete. Observations were 
made on six patients, several of whom were treated on 
more than one occasion. Therapeutic results were much 
better than had previously been observed at this institu- 
tion. Instead of the usual very slow improvement, healing 
of the ulcers began promptly and was complete in from 
two to eight weeks. The amount of disability experienced 
by these persons, therefore, was considerably reduced. 
The therapy did not prevent recurrences; ulcers re- 
appeared in three of the five patients who were followed 
for a year or longer. On the other hand, there was no 
tendency for the area of ulceration to break down again 


as soon as the hemoglobin level and erythrocyte count 
returned to anemic levels. In several instances patients 
served as their own controls because they had been ob- 
served during treatment of their ulcers of the leg with 
other, less successful types of therapy. The diagnosis of 
sickle cell anemia was established by the characteristic 
clinical course; the presence of a hemolytic anemia; the 
ready sickling of erythrocytes, with 20% or more sickled 
forms present in venous blood by the Sherman test *; the 
evidence of erythrocytic stimulation (reticulocytosis and 
normoblastic hyperplasia in the bone marrow); and an 
increased percentage of fetal hemoglobin.* In several 
instances, red blood cells from patients in this series had 
been shown to have a shortened survival time when they 
were transfused into normal recipients."* 


REPORT OF CASES 


CasE 1.—A Negro woman, 30 years of age, was first seen 
in the St. Louis Children’s Hospital in 1926 at age 3. The chief 
complaint was extreme pain in the legs and swelling of the 
ankles. Examination showed an acutely ill girl with follicular 
tonsillitis, a slightly enlarged heart with systolic mitral murmur, 
swollen, painful ankle joints, and enlarged lymph nodes in the 
neck. The red blood cell count was 3,480,000 per cubic milli- 
meter. The patient underwent tonsillectomy, adenoidectomy, 
and excision of the enlarged cervical glands and was discharged 
with a diagnosis of acute rheumatic fever, acute follicular ton- 
sillitis, and tuberculous lymphadenitis. In February, 1931, she 
was readmitted to the St. Louis Children’s Hospital with acute 
abdominal pain and fever. The red blood cell count was 
2,360,000 per cubic millimeter, and the hemoglobin level was 
8.4 gm. per 100 ml. (acid hematin method). Many sickled red 
blood cells were noted on the stained blood film. A diagnosis of 
sickle cell anemia was made, and splenectomy was done in an 
effort to reduce the severity of the anemia. This procedure re- 
sulted in no improvement. The patient was later admitted to the 
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Barnes Hospital on many occasions with severe abdominal crises 
that often included marked bone pain in the extremities. At one 
time she was admitted to the hospital in an aplastic crisis.® In 
1950, after receiving several blood transfusions, she had an acute 
illness that was compatible with the diagnosis of homologous 
serum hepatitis. 

The patient first had ulcers of the legs in 1941. She un- 
successfully attempted to treat the lesions herself; subsequently, 
she entered the Homer G. Phillips Hospital on several occasions 
for therapy. The lesions would heal very slowly over a period 
of four to six months, only to break down after the patient 
became ambulatory. In 1942 and 1945 skin grafts were made 
in an attempt to heal the chronic ulcers. Both attempts failed, 
the grafted area promptly breaking down with a continuation 
of the chronic ulceration. The ulcers, typical of those associated 
with sickle cell anemia, were localized about the malleoli of 
both ankles and were characterized by a purulent, necrotic 
base. They were always extremely tender. In December, 1952, 
the patient entered the Barnes Hospital because of severe ab- 
dominal pain of several days’ duration. In addition, an ulcer 





Fig. 1.—Ulcers of leg in patient in case 2. A, ulcer on right medial 
malleolus at start of therapy. B, ulcer on left medial malleolus at start 
of therapy. C and D, appearance of lesions in A and B, respectively, on 
27th day of treatment. 


had appeared about one week prior to admission on her left 
lateral malleolus at the site of previous ulcerations; it had be- 
come progressively larger and very painful. Physical examina- 
tion showed an extremely tender ulceration measuring 2.5 cm. by 
1.3 cm., from which purulent material was exuding. The red 
blood cell count was 2,210,000 per cubic millimeter; hemo- 
globin level, 7.2 gm. per 100 ml. (oxyhemoglobin, Evelyn photo- 
electric colorimeter method was used throughout this series); and 
reticulocytes, 28.8%. There was marked sickling of the erythro- 
cytes. The patient was given a regimen of complete bed rest, 
maintenance of hemoglobin level at about 13 gm. per 100 ml. 
(accomplished by six transfusions of whole blood), and paren- 
terally administered penicillin. The ulcer was treated locally with 
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bacitracin ointment and bandaging. The ulcer gradually de. 
creased in size and was completely healed in 19 days, at which 
time the patient was discharged to be followed in the outp:tien; 
clinic. It should be noted that on no previous occasion had the 
ulcers of the leg healed in less than several months. At the tim 
of writing no further ulceration had occurred. 

CasE 2.—A Negro woman, 25 years of age, first received a 
diagnosis of sickle cell anemia in 1939 when she complained 
of recurrent bone and joint pain and an occasional episode of 
severe abdominal discomfort. On initial hospitalization in |947 
at the St. Louis Maternity Hospital, where she delivered a nor- 
mal, full-term child, ulcerations measuring 6 cm. by 8 cm. were 
present over the medial malleoli of both ankles. Hematological 
data were: red blood cell count, 2,230,000 per cubic millimeter: 
hemoglobin level, 8 gm. per 100 ml.; reticulocytes, 5.6%; plate- 
lets, 308,000 per cubic millimeter; and white blood cell count, 
18,000 per cubic millimeter, with a normal distribution of 
leukocytes. She received five blood transfusions during this hos- 
pitalization and was discharged in good condition. After the 
birth of her child the ulcers of the leg were still present, though 
somewhat improved. The patient was repeatedly admitted to the 
Barnes Hospital for abdominal crises characteristic of sickle 
cell anemia. Usually the pain subsided after several days of 
bed rest, sedation, and one or two transfusions. During this 
time the patient had chronic ulcerations on both medial malleoli 
that would epithelialize slowly almost to the point of heal- 
ing, only to break down again. In June, 1952, she was admitted 
to the hospital because of an extremely profuse menstrual flow, 
followed by the development of severe abdominal pain, and a 
recurrence of the ulcers on both medial malleoli; they meas- 
ured 5.5 cm. by 2 cm. on the right and 4.5 cm. by 2.5 cm. 
on the left (fig. 1). Both ulcers had necrotic, infected bases 
and were extremely tender. The red blood cell count was 
2,950,000 per cubic millimeter; hemoglobin level, 8.5 gm. per 
100 ml.; reticulocytes, 7.2%; and white blood cell count, 39,400 
per cubic millimeter. The patient was treated with transfusions 
of whole blood, bed rest, and local treatment of the ulcers 
with saline soaks, bacitracin ointment, and constant bandaging. 
Six blood transfusions given during this hospitalization main- 
tained the hemoglobin level above 11 gm. per 100 ml., usually 
about 13 gm. per 100 ml. On this regimen the ulcers began 
to granulate rapidly. On the 12th hospital day the ulcer on 
the right leg measured 1.5 cm. by 1 cm., and that on the left, 
3 cm. by 1.7 cm. On the 27th hospital day the ulcer on the right 
leg was entirely healed except for superficial crusting in the 
center of the original lesion, and the ulcer on the left leg 
measured 2.5 cm. by 2 cm. The patient was discharged on the 
38th hospital day. The ulcer on the right medial malleolus was 
entirely healed, while the one on the left medial malleolus was 
about 1.5 cm. by | cm. in diameter with a healthy, granulat- 
ing base. The hemoglobin level was then 11.3 gm. per 100 ml. 
A few weeks after the patient’s discharge from the hospital, the 
ulcer on the left leg healed completely. The patient was well 
until December, 1952, when the ulcer on the right ankle re- 
curred. She gave the lesion only minimal care. During the next 
few weeks the ulcer grew in size, became extremely tender, and 
was constantly covered with purulent exudate. The patient was 
readmitted to the hospital in January, 1953, with a diseased area 
measuring 6 cm. by 3 cm. on the medial malleolus of the right 
leg that had a necrotic base and an extremely tender margin. 
The red blood cell count was 2,300,000 per cubic millimeter; 
hemoglobin level, 7 gm. per 100 ml.; reticulocytes, 16.2%; 
platelets, 520,000 per cubic millimeter; and leukocyte count, 
13,500 per cubic millimeter. She was given a regimen identical 
to that given on her previous admission, the hemoglobin level 
being elevated to 12.3 gm. per 100 ml. by means of whole blood 
transfusions. The tenderness and pain of the ulcer again im- 
proved promptly; on the seventh day, however, the patient left 
the hospital against advice. In October, 1953, the original lesion 
had healed completely, but a new ulcer measuring 1.5 cm. by 
1.5 cm. had developed on the left leg. This responded rapidly 
to further transfusion therapy given on an ambulatory basis. 
In January, 1954, the patient, about eight months pregnant, re- 
entered Barnes Hospital because of abdominal and muscle pains. 
The ulcers were completely healed. Although the pain gradu- 
ally improved, a series of generalized convulsions developed, 
and the patient died suddenly on Jan. 12, 1954. 


e 





-— — — = 





1954 


de- 
hich 
itient 
! the 
time 


ed a 
‘ined 
le of 
1947 
nor- 
were 
gical 
eter: 
late- 
dunt, 
n of 
hos- 
' the 
ugh 
) the 
ickle 
Ss of 
this 
leoli 
heal- 
itted 
low, 
nd a 
1eas- 
cm. 
ases 
was 
per 
»400 
sions 
icers 
zing. 
\ain- 
lally 
2gan 
"on 
left, 
‘ight 

the 

leg 
the 
was 
was 
ulat- 
ml. 
the 
well 
; Te- 
next 
and 
was 
area 
ight 
gin. 
ter; 
»%; 
unt, 
‘ical 
evel 
ood 
im- 
left 
sion 
by 
idly 
isis. 

re- 
ins. 
idu- 
ed, 








Vol. 155, No. 17 


Cast 3.—A Negro boy, 18 years of age, was admitted to 
the Barnes Hospital in February, 1953. He reported pain in his 
hones and joints that had recurred intermittently during his 
entire life and severe episodes of sudden abdominal pain, 
ysually associated with generalized weakness and dyspnea, 
occurring on exertion. On two occasions, about one year before 
admission, he had had periods of unconsciousness with tran- 
sient paresis of the left arm and leg, which gradually improved 
on treatment with bed rest and blood transfusions. An erroneous 
diagnosis of rheumatic heart disease had been made because 
of the discovery of heart murmurs. Six months prior to admis- 
sion, after minor trauma to the right ankle, an ulcer had de- 
veloped at that site that steadily became larger and was very 
painful. Two months prior to admission a similar, though 
smaller, ulcer had developed on the left ankle. Physical ex- 
amination showed a thin young man who appeared much 
younger than his age of 18. There was no pubic or axillary 
hair and no beard. The heart was not enlarged, but a grade 2 
apical systolic murmur was detected. The liver was palpable 
4cm. below the right costal margin, and the spleen was palpable 
at the left costal margin. The extremities were abnormally long 
in relation to the trunk; the fingers were thin and tapered. Over 
the right medial malleolus was an ulcer measuring 6 cm. by 7 
cm. with a purulent, granulating base, which was extremely 
tender (fig. 2). A smaller area of tissue necrosis measuring 1.5 
cm. in diameter and located near the left medial malleolus was 
crusted over; although tender, it was not nearly as painful as 
the one on the right leg. The red blood cell count was 3,380,000 
per cubic millimeter; hemoglobin level, 7.9 gm. per 100 ml.; 
reticulocytes, 9.6%; platelets, 100,000 per cubic millimeter; and 
white blood cell count, 25,500 per cubic millimeter. Marked 
sickling of the red blood cells was noted on the blood films; a 
Sherman test showed 20% sickled cells. Therapy consisted of 
bed rest, local treatment of the ulcers, and eight whole blood 
transfusions, which maintained the hemoglobin level between 
13 and 15 gm. per 100 ml. during the hospital stay. There was 
prompt onset of healing of both ulcers. On the 18th hospital 
day the large ulcer on the right medial malleolus measured 3.8 
cm. by 2.9 cm. On the 30th hospital day this lesion measured 
2 cm. by 1.4 cm., and the ulcer on the left leg had entirely 
healed. The patient was discharged on the Slst hospital day, 
at which time the ulcer on the right leg was also entirely healed 
except for a minute superficial crusting at the center of the 
original lesion. In June, 1953, a recurrence of the lesion on 
the right medial malleolus, measuring about 2.5 cm. by 1.5 
cm., was seen. Treatment, consisting of administration of five 
units of whole blood, elevation of legs, and application of 
bacitracin ointment, was carried out on an ambulatory basis. 
One week after the last treatment, the lesion measured 0.5 cm. 
by 1 cm. and was rapidly closing. At this time the hemoglobin 
level was 12 gm. per 100 ml. The patient was not followed. 


Case 4.—A Negro woman, 32 years of age, was first seen in 
October; 1942. She had constantly been in poor health with 
periodic episodes of pain and swelling of all her joints. For 10 
years she had had recurrent ulcers in the region of the medial 
malleoli that would occasionally heal but promptly break down 
again. The immediate complaint was a recurrence of these 
ulcers. Physical examination showed icterus of the scleras, tortu- 
ous retinal vessels, a grade 3 apical systolic murmur, and ex- 
tremely tender ulcers with purulent yellow bases on both medial 
malleoli. The red blood cell count was 2,210,000 per cubic 
millimeter; hemoglobin level, 6.5 gm. per 100 ml.; reticulo- 
cytes, 37.6%; platelets, 1,463,000 per cubic millimeter; white 
blood cell count, 16,200 per cubic millimeter; and sickling 
(Sherman test), 37%. The ulcers were treated on an ambula- 
tory basis for several years with a variety of ointments, each 
of which produced transient improvement followed by a re- 
crudescence of the lesions. The patient was hospitalized for 
treatment of the ulcers on several occasions without notable 
success. She became pregnant on two occasions and delivered 
normal, full-term infants; during and immediately after the 
Pregnancies evidences of sickle cell crises occurred and were 
treated symptomatically with blood transfusions. In January, 
1952, the patient was seen again with a necrotic, purulent ulcer 
measuring 3.5 cm. on the medial malleolus of the left ankle. 
Therapy, carried on in the outpatient clinic, consisted of local 
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treatment of the ulcer and transfusions to maintain a near- 
normal hemoglobin level. During about three months of this 
regimen there was essentially no change in the size of the 
lesion, although clearing of the infection occurred; therefore, 
the patient was hospitalized so that she could also be put at 
bed rest. The ulcer then measured about 2.5 cm. in diameter, 
and muscle tissue could be seen at its base. The lesion was 
reasonably clean, and there was some evidence of epithelializa- 
tion at the edges. Local treatment was continued; the hemo- 
globin level was kept near 14 gm. per 100 ml. by four more 
blood transfusions. Rapid improvement and complete healing 
of the ulcer occurred, and the patient was discharged after 20 
days. When she was last seen in January, 1954, although the 
lesions remained completely healed, the hemoglobin level had 
dropped to 6 gm. per 100 ml. 

Case 5.—A Negro man, 25 years of age, gave a_ his- 
tory of several childhood episodes of chills and fever that 
had been diagnosed as tonsillitis. At the age of 7, ulcers 
developed on his legs and healed after several months. 
In 1944 he was admitted to the Homer G. Phillips Hospital, 
where his tonsils were removed and a diagnosis of sickle cell 
anemia was made. He was relatively asymptomatic thereafter 
until shortly before his first admission to the Barnes Hospital 
in July, 1949, with recurrence of the ulceration on the medial 
malleoli of both ankles. Despite local treatment with various 
ointments, the lesions did not heal but became progressively 
larger and tenderer and discharged a foul-smelling pus. Because 
of the increase in the severity of these ulcers the patient was 





Fig. 2.—Ulcer on right medial malleolus of patient in case 3. Left, at 
Start of therapy. Right, after 51 days of therapy. 


readmitted to the hospital in December, 1949. Physical exami- 
nation showed an undernourished man whose extremities were 
abnormally long in relation to the trunk. There was slight 
scleral icterus, moderate cardiac enlargement, and a grade 3 
harsh systolic murmur that was loudest in the pulmonic area. 
There were no palpable abdominal masses or organs. On each 
medial malleolus there was an ulcer about 4 cm. in diameter 
with a purulent, necrotic base and indurated, tender surround- 
ing tissues. Red blood cell count was 1,550,000 per cubic milli- 
meter; hemoglobin level, 6.2 gm. per 100 ml.; reticulocytes, 
16.2%; platelets, 614,000 per cubic millimeter; and white blood 
cell count, 11,000 per cubic millimeter. A Sherman test showed 
80% sickling of the red blood cells. The patient was placed on 
bed rest and given a total of 10 transfusions in order to main- 
tain his hemoglobin level at about 14 to 16 gm. per 100 ml. 
The ulcers were treated locally, first with constant hot, moist 
packs and later with iodoform mesh gauze dressings. Both 
lesions healed promptly; the patient was discharged on his 31st 
hospital day with both ulcers completely healed except for a 
very thin crusting over the center of the lesion on the right 
leg. He did very well for about eight months. No more trans- 
fusions were given; the hemoglobin level and red blood cell 
count gradually fell to their previous levels. In September, 
1950, there was a recurrence of the ulcers on both medial 
malleoli. The hemoglobin level was then 6 gm. per 100 ml. 
and the red blood cell count 1,890,000 per cubic millimeter. 
The patient refused to reenter the hospital for treatment; he 
visited several physicians, and the ulcers were treated locally 
with many ointments. Healing was very slow. In March, 1952, 
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the ulceration on the left medial malleolus recurred, continued 
to enlarge, and became extremely painful. The patient was 
therefore admitted to Barnes Hospital for the second time, in 
May, 1952. A tender ulcer measuring 6 cm. by 3 cm. with a 
necrotic base was present over the left interna! malleolus (fig. 
3). The red blood cell count was 1,780,000 per cubic milli- 
meter; hemoglobin level, 6 gm. per 100 ml. On the fourth hos- 
pital day the usual regimen of bed rest, blood transfusions to 
raise the hemoglobin level to normal, and local treatment of 
the leg ulcer consisting of intermittent warm saline packs fol- 
lowed by dry dressings was begun. The hemoglobin level was 
maintained above 12.5 gm. per 100 ml. The ulcer began to 
heal rapidly and was completely healed by the 23rd hospital 
day, at which time the patient was discharged. He was then 
free of ulceration for about one year; in June, 1953, new lesions 
appeared on the medial and lateral malleoli of the left ankle. 
With further blood transfusions and local treatment these 
gradually healed. 

CasE 6.—A Negro boy 16 years of age was first admitted 
to the Barnes Hospital in August, 1952. He had had icteric 
scleras for as long as he could remember. He had experienced 
several episodes of acute fever; at that time he had been told 
that he had rheumatic fever and heart disease. Six months 
prior to admission a nonpainful ulcer had developed on his 
right ankle, gradually increased in size, and constantly drained 
a yellow, purulent material. At about the same time, an ulcera- 





Fig. 3.—Ulcer on left medial malleolus of patient in case 5. Left, at 
start of therapy. Right, after 23 days of therapy. 


tion had also developed on the anterior aspect of the right 
shin; it had healed spontaneously after several weeks, leaving 
a dark-pigmented scar. Because of the increasing size of the 
lesion on the ankle, the patient was admitted to the hospital 
for therapy. Physical examination showed an alert boy in no 
acute distress. The scleras were icteric. The hands were thin 
and long, and the fingers were narrow and tapering. On the 
right shin a deeply pigmented scar measuring 4 cm. by 2 cm. 
and several smaller, well-healed scars were noted. On the left 
lateral malleolus there was a deep ulceration measuring 4 cm. 
by 3 cm., the base of which exuded a yellow, purulent material. 
The surrounding area was indurated but only slightly tender. 
The red blood cell count was 2,160,000 per cubic millimeter; 
hemoglobin level, 7.5 gm. per 100 ml.; reticulocytes, 23.2%; 
and white blood cell count, 7,800 per cubic millimeter. Marked 
sickling was seen on the blood film. The patient was given bed 
rest, and the ulcer was treated locally with petrolatum (Vase- 
line) gauze dressings. Seven whole blood transfusions were 
given, bringing the hemoglobin level to within normal limits. 
The ulcer promptly began to heal. On the 12th hospital day 
the lesion measured 3 cm. by 2 cm.; on the 25th hospital day 
it had decreased in size to 2.25 cm. by 1 cm. At this point the 
patient’s red blood cell count and hemoglobin level began to 
fall as was expected, and he refused further transfusion of 





10. Lange, R. D.; Minnich, V., and Moore, C. V.: Effect of Oxygen 
Tension and of pH on the Sickling and Mechanical Fragility of Erythro- 
cytes from Patients with Sickle Cell Anemia and the Sickle Cell Trait, 
J. Lab. & Clin. Med. 37: 789, 1951. 


whole blood for religious reasons. The ulcer continued to heal. 
reaching a size of 2 cm. by 1 cm. on the 36th hospital day 
when he left the hospital against advice. The hemoglobin eve! 
was then 11.5 gm. per 100 ml. The patient has not beep 
followed. 

COMMENT 

The treatment of the chronic ulcerations of the leg of 
sickle cell anemia has been discouraging. The results 
obtained in the present study, however, suggest that the 
problem may be handled more easily and more effectively 
by the use of bed rest, local treatment, and, perhaps most 
important, the maintenance of the patient’s hemoglobin 
at or near normal levels until healing has occurred. Al! 
six of the patients described above showed rapid im- 
provement of their chronic, recurrent leg ulcers as long 
as they were under this regimen. Healing occurred in 
from two to eight weeks in all but the patient in case 6, 
on whom we have no follow-up data; this period of time 
is considerably shorter than that required for healing of 
their ulcers on previous occasions. The patient in case 4 
served as her own control in that she was treated as an 
outpatient for over three months, receiving transfusions 
and local treatment for the ulcer, without much benefit. 
When she was admitted to the hospital, where she was 
given bed rest and her hemoglobin was kept at near- 
normal levels, the ulcer promptly healed. The patient in 
case 1, on the other hand, was followed for long periods 
of time when she was given bed rest and local treatment, 
including attempted skin grafts, of the ulcer. It was onl) 
when enough transfusions to maintain the hemoglobin 
at normal levels were given in addition to bed rest and 
local therapy that the lesion healed. 

Since the factors leading to the development of ulcers 
of the leg in the various hereditary hemolytic syndromes 
are not understood, the reasons for the beneficial results 
obtained by this combined therapy are at best conjec- 
tural. Several mechanisms theoretically may be respons- 
ible. By raising the hemoglobin levels of such patients to 
near normal with blood transfusions, one undoubtedly 
improves the oxygen supply to the tissues surrounding 
the lesion, thus encouraging better healing. Ordinarily 
no attempt is made to raise the hemoglobin level of pa- 
tients with sickle cell anemia above the usual level of 7 to 
9 gm. per 100 ml. The body is able to function adequately 
at this level if no undue stress is placed on the patient. In 
the presence of chronically infected leg ulcers, the addi- 
tional oxygen-carrying red blood cells may well aid in 
the more rapid healing of the lesions. Furthermore, the 
effect of blood transfusions may be greater than that 
solely attributable to the number of oxygenated, normal 
erythrocytes present. As the oxygen tension of the venous 
blood rises, a reduction in the absolute number of sickled 
erythrocytes probably takes place. This phenomenon was 
studied in vitro by Lange and others,’® who observed that 
as the oxygen saturation of whole blood was raised, the 
percentage of sickled erythrocytes declined. Reduction 
in the number of sickled erythrocytes in the capillaries 
and venules, particularly near the ankles where stasis 
is relatively great, may result in a diminution in the 
thrombosis of the vessels that is supposedly an important 
factor in the pathogenesis of the lesions. Finally, bene- 
ficial plasma components such as gamma globulins or 
antibodies may be provided that may promote healing. 
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Rest in bed is important in that it diminishes the stasis 
of blood in the vessels of the region involved, while local 
therapy tends to eliminate the superimposed infection, 
thus promoting the healing process. 


SUMMARY 


Six patients with sickle cell anemia and the typical 
associated ulcers of the leg responded with rapid healing 
of the lesions when treated by bed rest, local therapy to 
the ulcers, and maintenance of red blood cell counts and 
hemoglobin levels at normal or near-normal levels. The 
time required for healing was considerably shorter than 
had previously been required for similar ulcers in each 
patient. 

600 S. Kingshighway (Dr. Chernoff). 





CLINICAL NOTES 








LUPUS ERYTHEMATOSUS-LIKE SYNDROME 
COMPLICATING HYDRALAZINE 
(APRESOLINE) THERAPY 


David J. Reinhardt, M.D. 
and 
Jerome M. Waldron, M.D., Philadelphia 


Prolonged therapy with large doses of hydralazine 
(Apresoline ) has been reported to produce a syndrome 
resembling several forms of the collagen diseases.’ This 
syndrome progresses from mild arthralgia to a clinical 
picture of rheumatoid arthritis and finally simulates dis- 
seminated lupus erythematosus. Coexistent with the clin- 
ical picture, many nonspecific laboratory tests have been 
altered in the direction usually associated with these dis- 
eases. The most specific finding reported has been the 
appearance of L. E. cells in the peripheral blood. This 
report deals with a patient who showed not only the 
clinical picture but a pathological tissue change asso- 
ciated with rheumatoid arthritis and active destruction 
of collagenous tissue resembling lupus erythematosus. 


REPORT OF CASE 


A 48-year-old Negress was referred to the Hypertension Clinic 
because of progression of hypertension that had been present 
for at least six years. The only symptom experienced was oc- 
casional headaches on arising in the morning. The medical 
history was negative, except for uncomplicated measles in child- 
hood. Physical examination revealed a middle-aged, short Negro 
woman in no distress. A grade 1 hypertensive retinopathy and 
numerous facial scars with both areas of keloid formation and 
areas of atrophy were noted. The patient attributed these lesions 
to old healed lacerations. The heart was enlarged to the left 
anterior axillary line, and the average blood pressure was 170 
mm. Hg systolic and 120 mm. Hg diastolic. The transverse 
diameter of the heart was 25% above normal, and a grade 1 
systolic murmur was heard in the aortic area. An inability to 
concentrate urine above 1.021 was noted. From these findings, 
the diagnosis was moderately severe essential hypertension. 





From the Medical Division, Pennsylvania Hospital. 

1. Dustan, H. P.; Taylor, R. D.; Corcoran, A. C., and Page, I. H.: 
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H. A: Syndrome Simulating Collagen Disease Caused by Hydralazine 
(Apresoline), ibid. 154: 670 (Feb. 20) 1954. 
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In July, 1952, sodium depletion produced by a diet containing 
0.5 gm. of sodium and intensified by cation-exchange resins did 
not produce a significant fall in blood pressure. Hydralazine, at a 
daily dosage of 400 mg., was given. This combined therapy 
reduced her blood pressure to 160/105 mm. Hg and gave symp- 
tomatic improvement. General malaise was the only immediate 
side-effect of the therapy, and this persisted one week but 
disappeared during continued therapy. The use of hydralazine 
was discontinued in December, 1952. In an effort to produce a 
greater reduction in blood pressure, several other drugs were 
also used. No single drug was as effective as the combination of 
hydralazine and resin. A combined therapy of 60 mg. of di- 
benzyline, 600 mg. of hydralazine, and 2.4 mg. of protoveratrine 
in divided doses daily was begun in February, 1953. For the 
subsequent six months the woman’s diastolic blood pressure 
ranged between 80 and 100 mm. Hg. In September, her blood 
pressure began to rise and she complained of pain in both hands 
and swelling of the left hand. Examination showed minimal 
edema of the left hand. Tendon reflexes were normal and there 
was no sensory change. Roentgenograms of both hands revealed 
no abnormalities. The patient failed to return to the clinic until 
Oct. 15, when she reported an interim illness consisting of 





Fig. 1.—Biopsy of facial lesion showing areas of marked collagenous 
scarring containing foci of acute collagenous necrosis with fragmentation 
and nuclear debris without fibrocytic response. 


generalized hot, swollen, painful joints, migratory in nature, 
that became severer until her antihypertensive medicament was 
exhausted. It was then that prompt improvement occurred, and 
within one week she was free of symptoms, except for vague 
muscular aches of a mild nature. This history suggested that the 
symptoms were a reaction to a drug, and this possibility was 
investigated. 

Dibenzyline in the same dosage was given for 10 days without 
the development of symptoms. After this, hydralazine was given 
again and the dosage was rapidly elevated to 600 mg. daily. 
Twelve days after this dosage was given first, the patient noted 
marked edema of the right hand followed by an acute migratory 
arthritis accompanied by a fever ranging from 99 to 102.6 F. 
The patient was hospitalized, and administration of the drug 
was discontinued. The woman’s blood pressure was 120/80 mm. 
Hg on admission and remained low until the fever subsided. 

In addition to the previously noted physical findings, both 
knees, ankles, elbows, and wrists and all fingers were swollen 
and tender. Localized heat could not be determined because of 
the generalized pyrexia. Discrete, tender lymph nodes were 
present in the posterior cervical chains and both axillary areas. 
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The facial lesions showed some enlargement with central de- 
pigmentation. A nodule measuring 1.5 cm. in diameter was 
present in the subcutaneous tissue over the right olecranon 
process. 

An erythrocyte count of 3,400,000 per cubic millimeter, a 
hemoglobin level of 11.2 gm. per 100 ml., and a hematocrit of 
39 were similar to the findings of the previous year. The leuko- 
cyte count was 3,500. Erythrocyte sedimentation rates of 31 and 
41 mm. per hour were noted. A urinalysis showed a trace of 
albumin as the only abnormality. Further studies revealed blood 
urea nitrogen, 8 mg. per 100 ml.; sulfobromophthalein (Brom- 
sulphalein) retention, 24% in 30 minutes; thymol turbidity, 15.9 
units; cephalin-cholesterol flocculation, 3+; bilirubin, 0.6 mg. 
per 100 ml.; albumin, 3.9 gm.; globulin, 4.1 gm.; and a weekly 
reactive serological test for syphilis. One of three tests for L. E. 
cells in the peripheral blood was positive. 


Biopsy of a facial lesion (fig. 1) revealed areas of marked 
collagenous scarring within which were foci of acute collagenous 
necrosis with fragmentation and nuclear debris without fibrocytic 
response. Loss of skin appendages and extreme atrophy of the 
epidermis was also seen. In the deep corium, there was dense 
lymphocytic infiltration about a few vessels. Necrotizing or 





Fig. 2.—Photograph of material taken from subcutaneous nodule on 
right elbow showing a central zone of collagen necrosis surrounded by 
fibroblasts and mononuclear cells and rare binucleated and trinucleated 
giant cells. 


proliferative vascular lesions were not present. The subcutaneous 
nodule from the right elbow (fig. 2) revealed a central zone of 
collagen necrosis surrounded by fibroblasts and mononuclear 
cells. Rare binucleated and trinucleated giant cells were present. 
This was classified as a so-called rheumatoid nodule. 

Cortisone was given orally, and complete relief from symp- 
toms ensued within 48 hours. Attempts to reduce the dosage 
three weeks, two months, and three months after institution of 
therapy resulted, each time, in a febrile arthritic episode. During 
the three month period after institution of cortisone therapy the 
blood pressure averaged 200/130 mm. Hg. The adenopathy 
regressed and the skin lesions became pigmented again. At the 
end of this period, the laboratory findings were hemoglobin, 
8.8 gm. per 100 ml.; erythrocyte count, 2,900,000 per cubic 
millimeter; hematocrit, 31; erythrocyte sedimentation rate, 40 
mm. per hour; leukocyte count, 10,600, with a normal differen- 
tial count. Urinalysis again showed only a trace of albumin. 
Blood chemistry studies indicated albumin, 4.1 gm. per 100 ml.; 
globulin, 3.3 gm. per 100 ml.; thymol turbidity, 8.9 units; 
cephalin-cholesterol flocculation, 3+; bilirubin, 0.1 mg. per 
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100 ml.; and sulfobromophthalein retention, 14% in 30 mi, Utes 
The L. E. phenomenon was absent from the peripheral bloog. 
COMMENT 

The clinical picture of this patient does not differ jrom 
those previously reported. The only changes in tissue that 
have been reported previously have been nonspecific 
alterations. The presence of the subcutaneous nodule. 
interpreted as a rheumatoid nodule, and the acute co}- 
lagenous necrosis present in the biopsy from the skin are 
ordinarily considered diagnostic of rheumatoid arthritis 
and lupus erythematosus. This suggests that hydralazine 
produces a syndrome that not only simulates these dis- 
eases but, actually, produces the disease. This conclusion 
cannot be drawn from the evidence in this case, because 
the presence of old collagenous scarring may mean that 
hydralazine converted chronic discoid lupus erythema- 
tosus into a systemic disease manifested by the appear- 
ance of L. E. cells in the peripheral blood and changes 
in the studies of liver function. The simultaneous appear- 
ance of rheumatoid arthritis and lupus erythematosus is 
unusual in the naturally occurring disease. 

It is also of importance to mention the danger of con- 
tinuing hydralazine therapy, because reproduction of the 
symptoms in this patient has produced an acute disease 
state that persisted in spite of withdrawal of the drug. 


SUMMARY 
A patient in whom there was a reaction to hydralazine 
(Apresoline) therapy exhibited not only the clinical pic- 
ture of rheumatoid arthritis and disseminated lupus ery- 
thematosus but also pathological evidence of these dis- 
eases. This was evidenced by a rheumatoid nodule and 
acute collagenous necrosis of the skin. 


8th and Spruce sts. (7) (Dr. Waldron). 


SYNDROME SIMULATING ACUTE 
DISSEMINATED LUPUS ERYTHEMATOSUS 


APPEARANCE AFTER HYDRALAZINE 
(APRESOLINE) THERAPY 


Nathan H. Shackman, M.D. 
A. Irving Swiller, M.D. 


and 


Maurice Morrison, M.D., Brooklyn, N. Y. 


Recently, reports from two clinics,’ have appeared de- 
scribing a syndrome developing in a small number of 
hypertensive patients treated with large doses of hydral- 
azine (Apresoline) over a long period of time. This 
syndrome consisted of rheumatic manifestations varying 
in severity from fleeting mild arthralgias to full-blown 
arthritis and followed in a few patients, by febrile reac- 
tions and a clinical picture that showed remarkable 
resemblance to acute disseminated lupus erythematosus 
Typical lupus erythematosus (L. E.) cells were demon- 
strated in one patient in the sternal marrow ' and in 





From the departments of medicine and hematology, the Jewish Hospital 
of Brooklyn. 

1. (a) Dustan, H. P.; Taylor, R. D.; Corcoran, A. C., and Page, |. H:: 
Rheumatic and Febrile Syndrome During Prolonged Hydralazine [real- 
ment, J. A. M. A. 154:23 (Jan. 2) 1954. (b) Perry, H. M., Jr., and 
Schroeder, H. A.: Syndrome Simulating Collagen Disease Caused by 
Hydralazine (Apresoline), ibid. 154:670 (Feb. 20) 1954, 
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two patients in the plasma.* Except for a case of pan- 
cytopenia,* these are the only reports of delayed toxicity 
of a serious nature attributed to hydralazine. The pur- 
pose of our presentation is to report the case of a woman 
in whom a Clinical and laboratory picture developed 
that simulated acute disseminated lupus erythematosus. 
The condition developed after the patient was treated 
with relatively small doses of hydralazine and showed 
features hitherto unreported. 


REPORT OF A CASE 


A 59-year-old white married nulliparous woman, who dates 
her knowledge of hypertension to the onset of her menopause 
at the age of 40, has been under the care of one of us (N. H. S.) 
for the past nine and one-half years. When first seen in the 
latter part of 1944 her only complaints were “nervousness,” 
apprehension, and flushes. There was a history of scarlet fever 
in childhood. Examination showed a blood pressure of 210/140 
mm. Hg; the heart was apparently not enlarged as shown by 
physical examination; the heart sounds were good in quality and 
regular in rhythm; and the aortic second sound was moderately 
accentuated. A short, harsh systolic murmur was audible over 
the aortic area and was not accompanied by a thrill. Fluoro- 
scopic examination showed slight left ventricular enlargement, 
and the transverse portion of the aortic arch was prominent. 
The optic disks were clearly demarcated, and there was thin- 
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deviation of the electrical axis to the left, and no evidence of 
myocardial damage. 

In April, 1953, treatment with hydralazine (Apresoline) was 
started because symptoms referable to the patient’s hypertension 
became more pronounced. The daily dose was gradually in- 
creased from 40 mg. to 300 mg., the latter dose only for a 
period of three months. After this, because the patient com- 
plained of palpitations and headache, the daily dose was re- 
duced to 200 mg., and this dose was maintained for the last 
70 days of therapy. A total of 65 gm. was administered over 
the entire nine month period. The patient was observed weekly 
at the onset of therapy and thereafter at less frequent intervals. 
Within a month the pressure fell from 240/140 mm. Hg to 
170/110 mm. Hg and then fluctuated between 170 and 190 mm. 
Hg systolic and 100 and 110 mm. Hg diastolic. 

During the last week of December, 1953, and most of Janu- 
ary, 1954, the patient was confined because of sore throat, a 
low grade fever, night sweats, anorexia, and general malaise, 
and she was treated symptomatically. On Jan. 28, 1954, it was 
found that her weight had dropped from 129 Ib. (58.5 kg.) to 
122 Ib. (55.3 kg.) and that her blood pressure was 200/100 
mm. Hg and her apical rate 100 beats per minute. There was 
no significant adenopathy and no splenomegaly, hepatomegaly, 
jaundice, arthritis, pharyngitis, skin or mucous membrane 
lesions, or evidence of congestive heart failure. Hemoglobin 
was 13 gm. per 100 cc., erythrocytes 4,300,000 per cubic milli- 
meter, and leukocytes 4,350 per cubic millimeter. Differential 
study showed staff cells 7%, polymorphonuclear leukocytes 


Results of Laboratory Tests in Patient Reported On 
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ning of the arterioles and moderate arteriovenous nicking. No 
hemorrhages or exudates were seen. Urinalysis showed no ab- 
normalities. 

The patient was seen at irregular intervals through the years, 
and her blood pressure readings ranged from 190 to 240 mm. 
Hg systolic and from 130 to 150 mm. Hg diastolic. Repeated 
urine examinations showed albumin (a trace to 1+) and a 
specific gravity of 1.006 to 1.030. At no time did she have symp- 
toms or signs of diminished cardiac reserve. A blood urea nitro- 
gen determination in November, 1949, was 12.6 mg. per 100 
ce. Until July, 1950, the patient’s medication consisted of 
the administration of mild sedation along with theobromine 
or theobromine calcium salicylate (Theocalcin) preparations. 
When menopausal symptoms became troublesome, she was 
given small courses of oral estrogens. In July, 1950, several 
Veratrum viride preparations were tried, and these caused toxic 
symptoms and no noticeable effect on the patient’s blood pres- 
sure readings. In March, 1952, after an upper respiratory in- 
fection, a cough accompanied by wheezing and signs of infil- 
tration over the lower lobe of the right lung developed, and this 
responded well to bed rest and antibiotics. A teleroentgenogram 
of the chest two weeks later showed some increased markings 
over the right base, and the heart had a suggestive boot-shaped 
configuration. An electrocardiogram showed horizontal position, 





2. Kaufman, M.: Pancytopenia Following the Use of Hydrallazine 
(“Apresoline’’): Report of a Case, J. A. M. A. 151: 1488 (April 25) 1953. 

3. Zimmer, F. E., and Hargraves, M. M.: The Effect of Blood Coagu- 
lation in L.E. Cell Formation, Proc. Staff Meet., Mayo Clin. 27: 424 
(Oct. 22) 1952. 

4. Rosenfeld, S.; Swiller, A. I., and Morrison, M.: A Simple Method 
of Demonstrating the L.E. Cell by Finger Puncture, J. A. M. A. 155: 568 
(June 5) 1954. 


68%, eosinophils 1%, lymphocytes 21%, and monocytes 3%. 
No abnormal cells were seen, and there were ample platelets. 
The heterophil agglutination titer was 1:7. Serologic examination 
showed a positive Mazzini test, a positive Kolmer test (3+), 
and a positive undiluted Venereal Disease Research Laboratory 
(Vv. D. R. L.) test. The erythrocyte sedimentation rate was 20 
mm. per hour (Cutler) (see table). 


Because it was suspected that this might be a toxic reaction 
to hydralazine, the administration of the drug was discontinued. 
Five days later the patient began to complain of fleeting pains 
in the wrists unaccompanied by any swelling, redness, or limi- 
tation of motion and lasting for five days. Within two weeks of 
the discontinuance of the drug the fever subsided, night sweats 
diminished, and the patient experienced a sense of well-being. 
On reexamination on Feb. 26 she had gained 5.5 Ib. (2.5 kg.), 
the leukocyte count had risen slightly to 5,100 per cubic milli- 
meter with a normal differential pattern, and the erythrocyte 
sedimentation rate had diminished slightly. The blood Kolmer 
and V. D. R. L. tests became negative (see table). The cephalin 
flocculation was 3+ and the thymol turbidity 7.5 Maclagan 
units (normal 0 to 4 units); the total protein was somewhat ele- 
vated to 8.2 gm. per 100 cc. with a normal albumin-globulin 
ratio. At this time a search was made for L. E. cells both by 
the two hour clot technique of Zimmer and Hargraves * and by 
the more recently described finger blood technique of Rosenfeld, 
Swiller, and Morrison,‘ and the L. E. cells were readily demon- 
strated by both methods (see figure). The urine had a specific 
gravity of 1.015 with albuminuria (1+) and an occasional leuko- 
cyte. The patient was now asymptomatic except for occasional 
night sweats. As will be seen further from the table there was 
a steady increase towards normal in the number of peripheral 
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leukocytes, and although L. E. cells were again demonstrated 
on March 5, they could not be found on three subsequent ex- 
aminations using both techniques. The serologic studies re- 
mained negative. On her last examination on April 2, 1954, 
she was asymptomatic and, as had been anticipated, her blood 
pressure had again risen to 210/130 mm. Hg. 


COMMENT 

Schroeder ° in discussing hydralazine, anticipated po- 
tential late toxicity and cautioned against its routine use 
in asymptomatic hypertension. Dustan and his co-work- 
ers ‘* described a syndrome observed in 13 patients of 
119 treated with large doses of hydralazine over pro- 
longed periods. The manifestations in the minor form 
resembled rheumatoid arthritis and in the more febrile 
form resembled acute disseminated lupus erythematosus. 
All 13 patients showed the rheumatic phase of this syn- 
drome, and 11 of them showed a significant drop in both 
their systolic and diastolic blood pressures. Discontinu- 
ance of the drug caused the subsidence of the rheumatic 
manifestations, and cortisone and corticotropin ACTH) 
given at the height of the rheumatic involvement pro- 





Photomicrograph showing L. E. cell in a rosette of leukocytes. 


duced symptomatic relief. Five of the 13 patients had a 
febrile phase that resembled acute disseminated lupus 
erythematosus. It should be noted that the average dura- 
tion of treatment in these patients was longer than in 
the other eight, and all five had continued to take hydral- 
azine for some time after the joint manifestations had 
appeared. In three of these evidence of polyserositis de- 
veloped. One of the three recovered after withdrawal of 
the drug, another responded to a course of corticotropin 
and cortisone, and the third is in remission on main- 
tenance steroid therapy. 

Perry and Schroeder *” reported similar observations 
in 17 of 211 patients treated with combined oral doses 
of hexamethonium chloride and hydralazine hydrochlo- 
ride. In addition, they found abnormal cephalin floccu- 
lation and thymol turbidity values without other evidence 
of liver damage. These abnormalities they related to 
alterations in plasma protein levels found in their pa- 
tients. Arthritis was present in all of their patients. Three 
of their patients, in whom a clinical picture resembling 
acute disseminated lupus erythematosus developed, con- 





5. Schroeder, H. A.: New Antihypertension Drugs, Correspondence, 
J. A. M. A. 149: 297 (May 17) 1952. 
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tinued to take the drug after the arthritis had appe:red. 
In the blood of only one of the three were L. E. cells 
demonstrated. All 17 of their patients had norma! o; 
nearly normal blood pressure at the time the clinical syp- 
drome appeared, and the syndrome rapidly reversed jn 
all but one after the discontinuance of the drug or the 
reduction of the dosage. 

The clinical picture and course manifested by our 
patient showed a striking resemblance to that reported 
by the others. There were, however, a number of dif- 
ferences worthy of note. Our patient did not have any 
arthritic or arthralgic manifestations until five days after 
the hydralazine therapy was discontinued, while the pa- 
tients reported in both groups had arthralgia or arthritis 
prior to the development of the lupus-like syndrome, 
The other investigators reported an alteration in the 
plasma proteins in those patients whose blood was so 
tested; our patient had a normal globulin level, although 
the total plasma protein level was somewhat elevated, 
Difference also exists in the amount of drug admin- 
istered. The daily dose of hydralazine taken by our pa- 
tient was never above 300 mg. and was most often 200 
mg. This was far below the average maintenance dose 
of 640 mg. per day given by Dustan and others and 
below the mean daily dose of 460 mg. reported by 
Perry and Schroeder. The total ingested dose in our pa- 
tients was 65 gm. as compared with the mean of 171 gm. 
received by the patients of Perry and Schroeder. When 
one compares the dosage received by our patient with 
that received by the patients in both groups, whose clini- 
cal pictures simulated the full-blown picture of acute 
disseminated lupus erythematosus, the differences be- 
come even more striking. The duration of administra- 
tion in our patient was nine months, and this again was 
shorter than that reported by the others. 

An important observation in our patienc was the pres- 
ence of a false positive serologic study, which reverted 
to normal within a month. Our patient has shown a com- 
plete regression of the signs and symptoms of the lupus- 
like syndrome with the discontinuance of the hydral- 
azine therapy and without resorting to the use of any 
of the steroid preparations. L. E. cells likewise disap- 
peared spontaneously. 

Although we cannot offer any explanation for this ab- 
normal reaction to a drug, in the absence of significant 
eosinophilia and with a negative personal and family 
history of allergy, it is difficult to ascribe the phenomena 
to an allergy per se. Of great interest is the presence of 
the positive serologic study and the well-known fact that 
one often sees a false positive serologic study in dissemi- 
nated lupus erythematosus 


SUMMARY 

A clinical and laboratory picture mimicking acute dis- 
seminated lupus erythematosus developed in a woman 
after therapy with moderate doses of hydralazine (Apre- 
soline ) over a period of nine months. There was complete 
regression of all clinical signs and symptoms and all 
laboratory findings within one month of the discontinu- 
ance of therapy with this drug. 
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Phenylbutazone.—Butazolidin (Geigy ).—CisHaN:O2.—M.W. 
308.37.—1,2-Dipheny1-4-butyl-3,5-pyrazolidinedione.—The 
structural formula of phenylbutazone may be represented as 


follows: 


Actions and Uses.—Phenylbutazone, a synthetic pyrazolone 
derivative chemically related to aminopyrine, manifests similar 
analgesic and antipyretic properties in animals. In addition to 
this, it exerts an anti-inflammatory effect in delaying and mini- 
mizing local tissue reaction produced by chemical and physical 
irritants. Although its analgesic effect is less than that of acetyl- 
salicylic acid in nonrheumatic conditions, phenylbutazone has 
been found to be clinically useful in the management of certain 
painful musculoskeletal disorders. Its mode of action in such 
conditions cannot be ascribed to a similarity with hormone 
drugs. 

When administered orally, phenylbutazone is rapidly and 
completely absorbed; a single dose produces a peak plasma 
concentration in about two hours. When it is given intra- 
muscularly as the sodium salt, the peak plasma level is usually 
not attained for 6 to 10 hours. The delay might be the result 
of precipitation of the drug, which is insoluble at the normal 
pH of the tissues. Stable plasma levels from 65 to 140 mg. per 
liter usually are reached on the third or fourth day following 
daily doses of 0.6 to 0.8 gm. After a single dose, approximately 
one-third is concentrated in the plasma and is bound, almost’ 
entirely, to plasma protein. Increased dosage (over 0.8 gm. daily) 
is accompanied by a sharp increase in excretion of urinary 
metabolites, but with very little increase in the plasma concen- 
tration of the drug. This suggests that the protein-bound portion 
in the plasma acts as a drug depot and that, once the plasma 
proteins become saturated, the unbound excess is rapidly metab- 
olized. At an oral dosage of 0.6 to 0.8 gm. daily, the drug is 
metabolized at the rate of 15 to 25% per day, so that a period of 
7 to 10 days usually elapses before the drug disappears from the 
blood stream. Phenylbutazone is not excreted as such in any 
significant amount, but at least three metabolites have been 
detected in the urine in significant quantity. The drug produces 
a temporary decrease in urine volume and significant retention 
of sodium and chlorine ions. Upon discontinuance there is a 
compensatory diuresis and liberation of the excess retained 
sodium chloride. Potassium excretion is unaffected. Endogenous 
creatinine clearance studies indicate that glomerular filtration 
also is not affected by phenylbutazone, suggesting that decreased 
excretion of water and salt results from tubular reabsorption. 

Phenylbutazone is chiefly useful in the treatment of gout and, 
to a lesser extent, psoriasis with arthritis, ankylosing spondylitis, 
rheumatoid arthritis, and painful shoulder (peritendinitis, cap- 
sulitis, bursitis, and acute arthritis of that joint). In gout, the 
use of the drug is associated with a reduction in serum uric acid. 
As with other agents, relapses are more prone to occur in 
theumatoid conditions requiring continuous medication or al- 
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ternative therapy. Phenylbutazone, because of the high incidence 
of untoward side-effects, should not be used for the treatment 
of these conditions unless adequate trial of less hazardous 
therapeutic measures has proved unsuccessful. Its use in malum 
coxae senilis, osteoarthritis, osteoporosis, and mixed arthritis is 
not recommended because in these conditions the incidence of 
toxicity outweighs the degree of clinical improvement. 


Phenylbutazone has untoward side-effects in approximately 
40% of patients, and it may be necessary to discontinue its use 
because of toxic effects in about 15%. The most frequently 
encountered reactions in the order of incidence include water 
retention (edema), nausea, rash, epigastric pain, vertigo, and 
stomatitis. Other less frequent but unusually severe reactions 
have been reported, including activation of peptic ulcer with 
bleeding, hepatitis, hypertension, transient psychosis, moderate 
leukopenia, agranulocytosis, thrombocytopenia, and purpura 
without thrombocytopenia. Other less commonly observed side- 
effects include central nervous system stimulation, visual symp- 
toms, anemia, lethargy, constipation, diarrhea, gastrointestinal 
hemorrhage, fever, and cardiac arrhythmia. Toxic side-effects 
have been observed more frequently in women than in men. 


Phenylbutazone is contraindicated in the presence of edema 
and in patients in whom there is danger of cardiac decompensa- 
tion. Its use is inadvisable in patients with a history of peptic 
ulcer. Utmost caution is necessary when it is given to patients 
with a history of drug allergy or blood dyscrasia. In general, 
the use of phenylbutazone in conjunction with other potent drugs 
is not recommended because of the danger of increasing the 
incidence or severity of toxic reactions. The frequent occurrence 
of minor side-effects and the occasional development of severe 
toxic manifestations require constant supervision of the patient 
by the physician. In addition to frequent clinical observations, 
weekly blood cell counts should be made during initial therapy 
and also at biweekly intervals when medication is continued 
over a prolonged period. Because sodium retention tends to 
occur, it is advisable to place patients on a restricted salt diet. 


Dosage.—Phenylbutazone is administered orally. The recom- 
mended initial dosage is 0.3 to 0.8 gm. daily, divided into three 
or four equal doses. Dosage in excess of 0.8 gm. daily is in- 
advisable because this seldom produces greater therapeutic effect 
and may increase the toxic hazard. An average initial dosage 
of 0.6 gm. daily, administered for one week, is considered 
adequate to determine the therapeutic effect of the drug. In the 
absence of a favorable response, further therapy should be dis- 
continued. When improvement is obtained, the dosage should 
be gradually decreased to the minimal effective level. An effec- 
tive maintenance dosage may be as low as 0.1 to 0.2 gm. daily. 
In the treatment of transient conditions such as painful shoulder, 
medication should be discontinued a few days after relief of 
symptoms; in the event of relapse, therapy is resumed as needed 
to control symptoms. In the treatment of more chronic dis- 
orders, medication may be continuous at the minimal effective 
level required to maintain relief and freedom from acute exacer- 
bations. Medication should be discontinued whenever toxic 
symptoms appear or whenever blood studies indicate any sig- 
nificant reduction in the formed elements. In some instances, 
therapy may be resumed at a lower dosage level when results 
of blood tests return to normal. 





Tests and Standards.— 

Physical Properties: Phenylbutazone is a white or very light yellow 
powder with a slightly bitter taste and a very slight aromatic odor, m.p. 
103-106°. It is freely soluble in acetone, ether, and ethyl acetate and very 
slightly soluble in water. The amount that dissolves in alcohol to form 
100 mi. of solution is 4.8 gm. Phenylbutazone is stable if stored at room 
temperature in closed containers in the absence of moisture. 

Identity Tests: Transfer to a 50 ml. beaker about 0.1 gm. of phenyl- 
butazone, add 1 ml. of glacial acetic acid and 1 ml. of hydrochloric acid, 
and heat in a steam bath for 30 minutes. To the hot mixture add 10 ml. 
of water, mix, cool in an ice bath, filter, and add 2 ml. of 0.1 N sodium 
nitrite to the filtrate. Mix and add 1 ml. of the cold mixture to 3 mil. of 
1% B-naphthol in sodium carbonate T. S.: a red color and turbidity form 
immediately. 

A 0.001% alcoholic solution of phenylbutazone exhibits an ultra- 
violet absorption maximum at about 239 mu (specific absorbancy, E [1%, 
1 cm.], about 519) and a minimum at about 223 mu. 
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Purity Tests: Suspend 1 gm. of phenylbutazone in 50 ml. of water and 
boil the mixture for 2 min.; no color develops. Cool and filter. Separate 
portions of 10 ml. each of the filtrate yield no opalescence with 1 ml. 
of diluted nitric acid and 1 ml. of silver nitrate T.S. (absence of halides); 
no turbidity with 1 ml. of barium chloride T.S. (absence of sulfates) and 
no color or precipitate on saturation with hydrogen sulfide (absence of 
salts of heavy metals). 

Dry about 1 gm. of phenylbutazone, accurately weighed, in a vacuum 
at 80° for 4 hours: the loss in weight does not exceed 0.2%. 

Char about 1 gm of phenylbutazone, accurately weighed, cool the 
residue, add 1 ml. of sulfuric acid, heat cautiously until evolution of 
sulfur trioxide ceases, ignite, cool, and weigh: the residue does not 
exceed 0.05%. 

Assay: (Phenylbutazone) Transfer to a 125 ml. Erlenmeyer flask about 
0.6 gm. of phenylbutazone, accurately weighed, dissolve it in 30 ml. of 
acetone, and add 5 drops of phenolphthalein T.S. Titrate the solution 
with 0.1 N sodium hydroxide to the first pink color persisting for 5 sec. 
Run a blank titration on 30 ml. of acetone. Each milliliter of 0.1 N 
sodium hydroxide consumed is equivalent to 0.03084 gm. of phenyl- 
butazone. The amount of phenylbutazone is not less than 98.5 nor more 
than 101.5%. 


Dosage Forms of Phenylbutazone 


Tas_ets. Identity Tests: Transfer to a 50 ml. Erlenmeyer flask a number 
of powdered tablets equivalent to about 0.4 gm. of phenylbutazone, add 
20 ml. of ether, and boil on a steam bath for 1 minute. Filter the hot 
mixture, wash the filter with two 5 ml. portions of ether, and evaporate 
the ether extract on a steam bath to about 8 ml. Add 15 ml. of petroleum 
ether, again evaporate on a steam bath to about 8 ml., and cool. Filter 
the mixture, recrystallize the residue from petroleum ether, and dry in 
a vacuum at 80° for 1 hour. The crystals melt at 102-104° and respond to 
the identity tests for the active ingredient in the monograph for phenyl- 
butazone. 

Assay: (Phenylbutazone) Transfer to a 125 ml. Erlenmeyer flask a 
number of powdered tablets equivalent to about 0.6 gm. of phenyl- 
butazone, add 25 ml. of acetone, and boil on a steam bath for about 
10 seconds. Filter the hot mixture into a second 125 ml. Erlenmeyer 
flask. Repeat the extraction with two 25 ml. portions of acetone. Cool 
the combined extracts and add 12 drops of phenolphthalein T.S. Titrate 
the solution with 0.1 N sodium hydroxide to the first pink color persisting 
for 5 seconds. Run a blank titration on 75 ml. of acetone. Each milliliter 
of 0.1 N sodium hydroxide consumed is equivalent to 0.03084 gm. of 
phenylbutazone. The amount of phenylbutazone is not less than 95 nor 
more than 105% of the labeled amount. 


Geigy Pharmaceuticals, Division of Geigy Company, Inc., New 
York. 

Tablets Butazolidin: 0.1 gm. U. S. patent 2,562,830. U. S. 
trademark 559,912. 


Merethoxylline Procaine.—Dicurin Procaine (Lilly).—CisHw 
HgNO,.CisHaN:O2.—M.W. 746.23.—Dehydro-2-|N-(3’-hydroxy- 
mercuri-2’-methoxyethoxy)propylcarbamyl|phenoxyacetic acid 
(merethoxylline), 2-diethylaminoethyl p-aminobenzoate (pro- 
caine), and theophylline —Merethoxylline procaine consists of 
a mixture of 1 mole of the procaine salt of merethoxylline (the 
mercury compound, CisHiHgNOs, M.W. 509.92) and 1.4 moles 
of anhydrous theophylline-U.S.P. It is prepared by dissolving 
merethoxylline and procaine in water and then adding the theo- 
phylline. It is not isolated from solution. The structural formulas 
of the compounds may be represented as follows: 


re) 

a yo 
re a © HAN- -C=0-CH,CH2N(CoHs)e 
~C-NH-CHZCH=CH, 


re) OCH,CHZOCHS 
Merethoxylline Procaine 
2 Y 
HCN ANY 
o-@ 3 ——N 
N 
' 
CH; 
Theophylline (Anhydrous) 

Actions and Uses.—Merethoxylline procaine has the same 
actions and uses as other mercurial diuretics. See New and 
Nonofficial Remedies under the general statement on mercury 
compounds. It is used to prevent or control excessive accumula- 
tion of fluid in the tissue spaces and body cavities as an adjunct 
in the management of congestive heart failure, cirrhosis of the 
liver with ascites, and nephrosis. 

Merethoxylline procaine does not have greater toxicity than 
other organic mercurial compounds. The procaine component 
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minimizes the discomfort of local irritation that may be pro. 
duced by the mercurial compound when injected into the tissues, 
but such reactions are not encountered frequently. Like similar 
mercurial diuretics, it should not be administered in the presence 
of sensitivity to mercury or theophylline, acute glomerulo. 
nephritis, ulcerative colitis, or gouty diathesis. Sensitivity to 
procaine is also a contraindication, and, because of that com. 
ponent, physicians should be alert for possible signs of such a 
reaction in susceptible patients. As with any diuretic, it should 
be used with great caution in benign prostatic hypertrophy 
when distention of the bladder may precipitate obstruction o; 
whenever the blood urea nitrogen exceeds 60 mg. per 100 cc. 
If albuminuria, hematuria, or oliguria appears after administra. 
tion of the drug, it should be discontinued. 


Dosage.—Merethoxylline procaine is administered  intra- 
muscularly or subcutaneously. Intravenous administration is not 
advised, because diuretic effectiveness is seldom greater and 
the risk of deleterious side-effects is greatly increased. Subcutane- 
ous injection should be deep because superficial deposit of the 
drug predisposes the patient to local reaction. The drug jis 
injected as an aqueous solution containing 0.195 gm. of the 
salt per cubic centimeter. This includes 0.1 gm. of the organic 
mercurial component (equivalent to 39.3 mg. of mercury). 
0.05 gm. of theophylline, and 0.045 gm. of procaine base. The 
initial dose should be 0.5 cc. of such solution to preclude a 
serious reaction resulting from idiosyncrasy. In adults, the 
average subsequent daily dosage is a single injection of 2 cc. 
preferably in the morning, or this can be administered as two 
injections of 1 cc. each. Alternative sites of injection should be 
used to reduce the possibility of local reactions. 


Tests and Standards.— 


For description and standards for theophylline-U.S.P. see the 
U. S. Pharmacopeia under Theophylline. For tests and stand- 
ards for merethoxylline-N.N.R. and procaine-N.N.R., see the 
monographs for these materials. 


Dosage Forms of Merethoxylline Procaine 


So.uTions. Identity Tests: Place in a test tube a volume of merethoxy!- 
line procaine solution equivalent to about 0.1 gm. of procaine base, and 
dilute with water to about 5 ml. Add 2 drops each of hydrochloric acid 
and 10% sodium nitrite, and a solution of 0.2 gm. of f-naphthol in 3 m! 
of sodium hydroxide T.S.: a red precipitate forms (presence of a primary 
aromatic amine). 


Place in a 50 ml. round-bottomed flask a volume of merethoxylline 
procaine equivalent to about 0.5 gm. of merethoxylline and 3 ml. of 
formic acid, and reflux the solution for 30 minutes: a gray precip.tate 
forms that responds to the U. S. P. tests for mercury. 


Place in an evaporating dish a volume of merethoxylline procaine 
equivalent to about 50 mg. of theophylline, and add 1 ml. of hydro- 
chloric acid and 0.1 gm. of potassium chlorate. Evaporate the mixture 
to dryness on a steam bath. Invert the dish over an evaporating dish 
containing ammonia T.S.: the residue becomes purple. To the purple 
residue, add 1 mi. of sodium hydroxide T.S.: the purple color disappears 
(presence of theophylline). 


Purity Tests: To a volume of merethoxylline procaine equivalent to 
0.2 gm. of merethoxylline, add 5 ml. of sodium acetate T.S. and 5 drops 
of sodium sulfide T.S., and mix: no turbidity appears immediately (ab- 
sence of mercuric ion). 


Assay: (Mercury) Transfer to a 250 ml. round-bottomed flask a volume 
of merethoxylline procaine, accurately measured, equivalent to about 
0.5 gm. of merethoxylline. Add 50 ml. of water, 8 gm. of potassium 
hydroxide pellets, and 2 gm. of granulated zinc. Attach the flask to a 
reflux condenser and reflux for 2 hours. Wash down the walls of the 
condenser with water, and reflux for 15 minutes. Again wash down the 
walls of the condenser with water. Remove the flask, decant the solution, 
and wash the amalgam with four 100 ml. portions of water. Discard the 
washings. Add 25 ml. of water, and attach the condenser to the flask. 
Through the top of the condenser, carefully add small portions of nitric 
acid to dissolve the amalgam. Wash down the walls of the condenser 
with a small amount of water. Disconnect the condenser, and add drop- 
wise a Saturated solution of potassium permanganate until the mixture 
remains pink. Add 3% hydrogen peroxide dropwise until the pink color is 
just discharged. Titrate the solution with 0.1 N ammonium thiocyanate, 
using ferric ammonium sulfate T.S. as an indicator. Each milliliter of 
0.1 N ammonium thiocyanate is equivalent to 0.02550 gm. of merethoxy!- 
line. The amount of merethoxylline is not less than 92.5 or more than 
107.5% of the labeled amount. 


(Procaine) Transfer to a 60 ml. separatory funnel a volume of mer- 
ethoxylline procaine, accurately measured, equivalent to about 0.2 gm. of 
procaine base, and add 3 ml. of ammonium hydroxide. Proceed 4 
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directed in the monograph for procaine starting with “Extract this 
solution . . + -” Each milliliter of 0.1 N hydrochloric acid is equiva- 
jent to 0.02363 gm. of procaine. The amount of procaine is not less 
than 92.5 or more than 107.5% of the labeled amount. 

(Theophylline) Transfer to a 250 ml. Erlenmeyer flask a volume of 
merethoxylline procaine, accurately measured, equivalent to about 0.2 gm. 
of theophylline. Add water to make about 40 ml., and proceed as 
directed in the assay for theophylline in the U. S. P. monograph for 
mercurophylline starting with “Then add 8 cc. of ammonia T.S. . 

Each milliliter of 0.1 N ammonium thiocyanate is equivalent to 0.01802 
gm, of anhydrous theophylline. The amount of anhydrous theophylline 
is not less than 92.5 or more than 107.5% of the labeled amount. 


Merethoxylline.—C.; HiwH gNOs.—M.W, 509.92.—Dehydro-2- 
|N-(3'-hydroxymercuri-2’-methoxyethoxy)propylcarbamy]| phen- 
oxyacetic acid—The structural formula of merethoxylline may 
be represented as follows: 


6? 
-O- CHM O- ~ 
-C-NH- CHZCH CH 
re) OCH,CH,0CH, 


Physical Properties: Merethoxylline is a white, amorphous, almost odor- 
less solid. It is freely soluble in alkalis, slightly soluble in acids, and very 
slightly soluble in ether. The approximate amount that dissolves at 25° 
in alcohol to form 100 ml. of solution is 0.15 gm. Merethoxylline is stable 
to light and moisture at room temperature, but decomposes when heated 
to about 190°. 

Identity Tests: Heat for 20 minutes about 0.5 gm. of merethoxylline 
with 2 ml. of formic acid and 5 mi. of water: a gray precipitate forms. 
Filter the mixture. The precipitate responds to the U, S. P. identity tests 
for mercury. Cool the filtrate, collect the precipitate that separates, and 
dry it in a vacuum over phosphorus pentoxide: it melts at 120-125°. 

A 0.004% solution, prepared as directed in the spectrophotometric 
assay for merethoxylline, exhibits ultraviolet absorption maxima at 
about 235 and 290 mu [specific absorbancies, E(1%,1 cm.), about 169 and 
56] and a minimum at 266 mu. The ratio of the absorbancies at 235 and 
290 mu is about 3.0. 

Purity Tests: To 0.2 gm. of merethoxylline, add 5 ml. of sodium 
acetate T.S. and enough sodium hydroxide T.S. to dissolve the precipitate. 
Add 5 drops of sodium sulfide T.S.: no turbidity appears immediately 
(absence of mercuric ion). 

Dry about 1 gm. of merethoxylline, accurately weighed, at 105° for 
3 hours: the loss in weight does not exceed 1.0%. 

Assay: (Merethoxylline) Prepare a 0.004% solution of merethoxylline 
as follows. Transfer to a 100 ml. volumetric flask 0.1 gm. of merethoxyl- 
line, accurately weighed, fill to the mark with 0.1 N sodium hydroxide, 
and mix, Transfer to a second 100 ml. volumetric flask 4 ml. of this 
solution, fill to the mark with 0.1 N sodium hydroxide, and mix. Spectro- 
photometrically determine the absorbancy in a 1 cm. quartz cell at 
290 mu, using 0.1 N sodium hydroxide as a blank. The concentration of 
merethoxylline in the solution in mg./ml. = absorbancy + 5.60. The 
amount of merethoxylline is not less than 95 or more than 105%. 

(Mercury) Transfer to a 500 ml. volumetric flask 2 gm. of merethoxyl- 
line, accurately weighed, add 5 ml. of 50% sodium hydroxide, fill to the 
mark with water, and mix. Transfer 10 ml. of this solution to a 500 ml. 
round-bottomed flask, add 2 gm. of granulated zinc and 8 gm. of potas- 
sium hydroxide pellets, and reflux for 2 hours. Wash down the walls of 
the condenser with water, and reflux for 15 minutes. Again wash down 
the walls of the condenser with water, disconnect the condenser, decant 
the aqueous solution, and wash the amalgam with four 100 ml. portions 
of water. Discard the washings. Add 25 ml. of water to the flask, and 
again attach the condenser. Through the top of the condenser carefully 
add small portions of nitric acid to dissolve the amalgam. Wash down the 
walls of the condenser with a small amount of water, disconnect the 
condenser, and add dropwise a saturated solution of potassium per- 
manganate until the mixture remains pink. Add 3% hydrogen peroxide 
dropwise until the pink color is just discharged. Titrate the solution with 
0.1 N ammonium thiocyanate, using ferric ammonium sulfate T.S. as an 
indicator. Each milliliter of 0.1 N ammonium thiocyanate is equivalent to 
0.01003 gm. of mercury and 0.02550 gm. of merethoxylline. The amount 
of mercury is not less than 38.5 or more than 40.0%, equivalent to not 
less than 97.7 or more than 101.5% of merethoxylline. 


Procaine.—C.i;H2»N2O02.—M.W. 236.31.—2-Diethylaminoethyl 
p-aminobenzoate.—The structural formula of procaine may be 
represented as follows: 


0° 
H2N- ~C—O-CH,CH2N(CaHs)2 


Physical Properties: Procaine is a white, odorless, crystalline powder, 
mp, 59-61°. It is freely soluble in alcohol, chloroform, and ether. The 
approximate amount that dissolves at 25° in water to form 100 ml. of 
solution is 0.2 gm. Procaine is stable, but somewhat hygroscopic, at 
room temperature. 

Identity Tests: Dissclve about 0.1 gm. of procaine in 5 ml. of water 
acidified with a few drops of hydrochloric acid. Add 2 drops of 10% 
sodium nitrite and 0.2 gm. of f-naphthol dissolved in 3 ml. of sodium 
hydroxide T.S.: a red precipitate forms (presence of primary aromatic 
amine), 
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Transfer to a 125 ml. Erlenmeyer flask about 0.1 gm. of procaine, and 
add 2 ml. of alcohol and 25 mi. of a saturated solution of picric acid: 
a yellow precipitate forms. Allow the solution to stand overnight and 
then collect the precipitate, wash with water, recrystallize from alcohol, 
and dry in a vacuum over phosphorus pentoxide for 3 hours: the picrate 
melts at 135-137°. 

Prepare a 0.0005% solution of procaine as follows. Transfer to a 100 ml. 
volumetric flask 0.1 gm. of procaine, accurately weighed, fill to the mark 
with water, and mix. Transfer to a second 100 ml. volumetric flask 10 ml. 
of this solution, fill to the mark with water, and mix. Transfer to a third 
100 ml. volumetric flask 5 ml. of this solution, fill to the mark with water, 
and mix. This last solution exhibits an ultraviolet absorption maximum at 
about 290 my [specific absorbancy, E(1%,lcm.), about 740] and a 
minimum at about 240 mu. 


Purity Tests: Dry about 1 gm. of procaine, accurately weighed, in a 
vacuum over phosphorus pentoxide for 8 hours: the loss in weight does 
not exceed 0.5%. 

Char about 1 gm. of procaine, accurately weighed, cool the residue, 
add 1 ml. of sulfuric acid, heat cautiously until evolution of sulfur 
trioxide ceases, ignite, cool, and weigh: the residue does not exceed 
0.1%. Save the residue for the heavy metals determination. 

Dissolve the residue from the sulfated ash determination in 23 ml. of 
water, add 2 ml. of diluted acetic acid, and run a U. S. P. heavy metals 
test: the amount of heavy metals does not exceed 20 ppm. 


Assay: (Procaine) Transfer to a 60 ml. separatory funnel 0.2 gm. of 
procaine, accurately weighed, and add 10 mi. of water and 3 mil. of 
ammonium hydroxide. Extract this solution with five 15 ml. portions of 
chloroform. Filter through a cotton plug moistened with chloroform into 
a 150 ml. beaker, and evaporate the chloroform at room temperature with 
a jet of air. Take up the residue in 15 ml. of 0.1 N hydrochloric acid, 
heating if mecessary to insure complete solution. Titrate the excess 
hydrochioric acid with 0.1 N sodium hydroxide, using methyl red T.S. 
as an indicator. Each milliliter of 0.1 N hydrochloric acid consumed is 
equivalent to 0.02363 gm. of procaine. The amount of procaine is not 
less than 97 or more than 103%. 

Eli Lilly and Company, Indianapolis. 

Solution Dicurin Procaine: 10 cc. vials. A solution containing 
0.1 gm. of merethoxylline procaine (equivalent to 39.3 mg. of 
mercury) and 50 mg. of theophylline in each cubic centimeter. 
Preserved with 0.5% chlorobutanol. 


Nitrofurazone (See New and Nonofficial Remedies 1954, p. 61). 
Eaton Laboratories, Inc., Norwich, N. Y. 

Ophthalmic Ointment Furacin 1%: 3.54 gm. tubes. An oint- 
ment containing 10 mg. of nitrofurazone in each gram. 

Ophthalmic Solution Furacin: 15 cc. dropper bottles. An 
isotonic solution containing 0.2 mg. of nitrofurazone in each 
cubic centimeter. Preserved with 0.002% phenylmercuric acetate. 
U. S. patents 2,319,481 and 2,416,234. U. S. trademarks 403,279 
and 441,715. 


Potassic Saline (Darrow) (See New and Nonofficial Remedies 
1954, p. 493). 
Don Baxter, Inc., Glendale, Calif. 

Solution Potassic Saline (Darrow): 150 cc. Vacoliter bottles. 
A solution containing 2.7 mg. of potassium chloride, 3 mg. of 
sodium chloride, and 6 mg. of sodium lactate in each cubic centi- 
meter. 


Progesterone-U.S.P. (See New and Nonofficial Remedies 1954, 
p. 423). 
Lincoln Laboratories, Inc., Decatur, IIl. 

Solution Progesterone in Oil with Benzyl Alcohol 2%: 10 cc. 
vials. A solution in sesame oil containing 10 or 25 mg. of 
progesterone in each cubic centimeter. Preserved with 0.5% 
chlorobutanol. 


Sodium Carboxymethyleellulose (See New and Nonofficial 
Remedies 1954, p. 385). 
Victor M. Hermelin and Company, Division of Keith-Victor 
Pharmacal Company, St. Louis. 

Tablets Sodium Carboxymethylcellulose: 0.5 gm. 


Thiopental Sodium-U.S.P. (See New and Nonofficial Remedies 
1954, p. 303). 
Abbott Laboratories, North Chicago, IIl. 

Powder Pentothal Sodium: 1 gm. vials. Buffered with 60 mg. 
of anhydrous sodium carbonate. U. S. patents 2,153,729 and 
2,153,731. U. S. trademark 334,340, 
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THE AMERICAN LEGION AND THE 
AMERICAN MEDICAL ASSOCIATION 


Some spokesmen—self-styled or others—for the 
American Legion seem to be more interested in dra- 
matically gaining publicity than in pursuing the objec- 
tives for which the Legion has been so long and so well 
known. To gain such publicity these spokesmen more 
recently have directed attention particularly to the 
American Medical Association. Whether they speak from 
the heart or are merely repeating parrot-like the words 
of others is immaterial; the fact remains they are making 
sensational charges that are being mentioned prominently 
in the daily press. 

There appears to be an organized campaign, which 
some believe stems from only a few seemingly embittered 
persons, to have resolutions adopted by various state 
chapters of the American Legion condemning the Amer- 
ican Medical Association. There is, for example, a strik- 
ing similarity in actions taken in New York, Illinois, 
California, and Oklahoma. In general, there is an accu- 
sation that the House of Delegates of the American 
Medical Association has launched “a vicious attack 
against the care of sick and disabled war veterans by the 
Federal government.” Indicative of the actions being 
urged on members of the Legion is the following resolu- 
tion adopted at the convention of the Department of 
Alabama of the American Legion: 


Wuereas, the American Medical Association through its 
House of Delegates, have mounted and maintained an un- 
deserved attack upon the sick and disabled veterans of America; 
and 

WHEREAS, the tempo and force of such attack is accentuated 
by the adoption of three separate resolutions considered and 
approved by the said American Medical Association at its annual 
meeting in San Francisco in June, 1954, which purport to express 
the sentiment of its membership and which resolutions we are 
unwilling to accept in respect to sick and disabled veterans, as 
a statement of attitude truly reflecting the position of the 
majority of the doctors of this nation; now 

Therefore Be li Resolved, by The American Legion, De- 
partment of Alabama, in annual convention assembled in 
Birmingham, Alabama, this the 4th, Sth and 6th of July, 1954, 
that we again express our esteem and affection for the American 
physician, who, in the composite, brought us into the world, safe- 
guarded our childhood, stood by us in battle and attended our 
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comrades in their final hour; and again assure each of them of 
our faith in their individual integrity; and 

Be It Further Resolved, that we do invite and urge each 
of them to carefully read, interpret and analyze both the content 
and the intent of the three resolutions adopted by their national 
association and to individually speak their approval or dis- 
approval of these proposals by communication with their national 
officers and/or The American Legion after having seen for them- 
selves that such resolutions indict veterans as a class; advocate 
the elimination of reasonable presumptions; seek to shift a clear 
federal responsibility to states and communities, with all the 
attendant inequalities of medical services; and propose the sub- 
stitution of a cash-paying insurance policy against the health 
needs of a human being; and 

Be It Further Resolved, that copies of this resolution be sent 
to all Alabama Senators and Congressmen; a copy forwarded 
to the National Headquarters of The American Legion for its 
consideration in National Convention; and that it be made avail- 
able to the press, including the Journal of the American Medical 
Association and allied publications, as notice that The American 
Legion denounces the continued unwarranted attack upon 
veterans as a class and as individuals and that it will fight for 
the retention and preservation of every right conferred upon 
veterans by law, by tradition and by honorable service in the 
military forces with the same vigor and determination displayed 
by its members when fighting the wars of this nation. 


The absurdity of some of the statements made by some 
Legion representatives is apparent to all who know the 
history of the Association’s interest in veterans. This 
interest is clearly revealed in a letter to the editor of the 
San Francisco Examiner, which was submitted by Dr. 
Dwight Murray, Chairman of the Board of Trustees of 
the American Medical Association. The Examiner had 
provided extensive coverage to the action of the Ameri- 
can Legion, Department of California, in denouncing 
the American Medical Association. Dr. Murray’s letter 
is reproduced in THE JOURNAL so that all may under- 
stand the position of the American Medical Association 
in regard to the care of veterans. 


August 9, 1954 
To the Editor 
San Francisco Examiner 


Your news columns of Thursday, July 29, gave rather exten- 
sive coverage to the action of the American Legion, Department 
of California, in passing a resolution denouncing the American 
Medical Association and accusing the A. M. A. of “a vicious 
attack in 1953 against the care of sick and disabled war veterans 
by the Federal government.” 

This vitriolic resolution, reflecting on the integrity and prin- 
ciples of all physicians, contains gross inaccuracies and false 
charges which becloud the entire issue. In the interests of truth 
and fair play, your readers are entitled to some straight facts 
about A. M. A. policy on medical care for veterans. 

The A. M. A. always has and always will advocate the best 
possible medical and hospital care for veterans whose illness or 
disability is a result of their military service. In fact, the present 
high standards in Veterans Administration hospitals are a direct 
result of the active cooperation which the medical profession and 
the nation’s medical schools have given to the VA since World 
War II. 


The A. M. A. also believes that all veterans with tuberculosis 
and mental disease, who are unable to pay for their own care, are 
entitled to government care regardless of whether or not their 
illness is a result of military service. This policy, in the opinion 
of the A. M. A., should continue until local facilities are ade- 
quate to handle the non-service-connected cases of tuberculosis 
and mental illness. 
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It is the remaining group of non-service-connected cases— 
general medical and surgical conditions which have no relation 
1o the time spent in military service—that the A. M. A. believes 
should be the responsibility of the individual or the community. 
In this connection it should be pointed out that approximately 
g5 per cent of the patients treated each year in VA hospitals are 
veterans with non-service-connected ailments, the vast majority 
of which are general medical and surgical conditions other than 
tuberculosis or mental disease. 

The California Legion said that one resolution passed by the 
A. M. A. at its June meeting in San Francisco “insinuates that 
the mere fact one is a veteran should be considered as prima 
facie evidence of dishonesty.” This is deliberate, outright distor- 
tion of the English language. It becomes further ridiculous in 
light of the fact that the great majority of physicians are them- 
selves veterans, having served in uniform at various times from 
the Spanish-American War, through two World Wars and Korea 
to the present. During World War II alone, 40 per cent of the 
nation’s doctors were in the armed forces. 

The California Legion said that another A. M. A. resolution 
“suggests that all doubt as to the origin of disease or disability 
be resolved against the veteran and his military service.” This 
again is a complete distortion of fact. The A. M. A. believes that 
the question of whether or not a disability is service-connected 
should be determined scientifically by proper medical examina- 
tion of the individual veteran, not by politically-inspired acts of 
Congress which decree that an ailment automatically is “pre- 
sumed” to be service-connected if it occurs within a certain length 
of time after discharge from the service. 

The California Legion erroneously reported that the A. M. A. 
passed resolutions calling for government-financed health in- 
surance for veterans unable to pay their own premiums. The 
Legion added insult to inaccuracy by charging that the purpose 
of such action was to enrich “the pockets” of physicians. Let’s 
keep the record straight: the A. M. A. House of Delegates at 
San Francisco definitely disapproved two resolutions proposing 
a system of government-paid health insurance for veterans. 

The California Legion said that resolutions adopted by the 
A. M. A. House of Delegates did not constitute “an honest 
opinion of the real sentiment existing in the minds of America’s 
physicians and surgeons, but that such expressions came only 
from the tongues of a selfish minority who should be ashamed 
of themselves for such insinuations against their profession.” 

In this connection it should be pointed out that the A. M. A. 
policy on veterans’ medical care, established at the June, 1953, 
annual meeting in New York City, has since then been reaffirmed 
twice—at the December, 1953, clinical meeting in St. Louis and 
at the June, 1954, annual meeting in San Francisco—by the 
A. M. A. House of Delegates. The latter body expresses the 
democratically-formulated, grass roots opinion of the nation’s 
doctors, starting in the county medical societies and extending 
on through the state medical societies to the A. M. A. House of 
Delegates. 

And who is speaking of “a selfish minority” guilty of “insinu- 
ations” against the group which they allegedly represent? The 
A. M. A., with 147,000 members, represents almost 70 per cent 
of the approximately 218,000 physicians in this country. The 
American Legion, with a membership of 3,000,000 (as listed in 
the 1954 World Almanac and confirmed by Legion, State of 
Illinois, headquarters in Chicago), represents less than 15 per 
cent of the nation’s more than 20,000,000 veterans. 

The A. M. A. holds that “a consideration of this problem must 
of course be predicated upon a concern for the health of the 
entire population and not just a particular segment.” It is un- 
fortunate that the American Legion, a minority group among 
veterans, cannot consider the problem in the same spirit—with 
intelligent concern for all the medical, social and economic 
factors involved—and without resort to hysterical smear tactics. 


Dwight H. Murray, M.D. 
Chairman, Board of Trustees 
American Medical Association 
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THE NITROGEN-DEPOSITING EFFECT 
OF TESTOSTERONE 


After severe trauma, without regard to its type, there 
develops a catabolic phase in which there is a large urinary 
loss of nitrogen as well as potassium and phosphorus. In 
many cases, the illness of the patient induces anorexia, 
and this coupled with the increased urinary loss of nitro- 
gen results in a marked negative nitrogen balance. It has 
been shown that testosterone propionate tends to cause 
the body to store nitrogen after trauma, and its use has 
been reported in fractures,’ thermal burns,’ and patients 
who are poor surgical risks.* 

Recently, Forsyth* reported a series of studies in 
which the effects of testosterone propionate on nitrogen 
balance was investigated in four severely wounded sol- 
diers; after injury they had been maintained on diets that 
were adequate in both calories and protein. Studies were 
begun from 57 to 207 days after the original injury. As a 
result of the trauma and possibly anorexia, the patients 
showed signs of malnutrition and had lost between 25 and 
39% of their preinjury body weight. These persons had 
also lost between 23 and 77% of their body fat. While 
all the patients were in positive nitrogen balance before 
the testosterone propionate was given, the hormone 
caused a statistically significant increased rate of nitrogen 
deposition. There appears to be no direct correlation 
between the amount of nitrogen deposited and the nitro- 
gen or caloric intake, providing the latter are adequate in 
amount (15 to 31 gm. of nitrogen and 2,600 to 3,300 
calories per day). Also, the amount of nitrogen retained 
is not strongly dependent on the dose of hormone in the 
ranges studied (25 to 50 mg. per day.) These investiga- 
tions show that the administration of testosterone pro- 
pionate to convalescent patients after severe trauma 
causes an increased rate of nitrogen deposition even 
though the patients were already in positive balance. This 
increased nitrogen retention can be expected to favor 
the progress of convalescence and thus allow the patient 
to return to a normal life sooner. 

While Forsyth has shown that testosterone propionate 
will promote the rate of storage of nitrogen in severely 
traumatized male patients, the advantage of this hormone 
in persons with moderate degrees of trauma has not been 
established. In fact, the use of such hormone would be 
contraindicated in cases in which there is cardiorenal 
disease (salt retention) or where the possibility of acti- 
vating prostatic cancer exists. 





1. Howard, J. E., and others: Studies on Fracture Convalescence. 
II: Influence of Diet on Post-Traumatic Nitrogen Deficit Exhibited by 
Fracture Patients, Bull. Johns Hopkins Hosp. 75: 209, 1944, 

2. Abbott, W. E., and others: Metabolic Alterations Following Ther- 
mal Burns. VII: The Effect of Altering the Nitrogen and Caloric Intake 
or of Administering Testosterone Propionate on Nitrogen Balance, Sur- 
gery 20: 284, 1946, 

3. Hayes, M. A.; Hodgson, P. E., and Coller, F. A.: Use of Testos- 
terone in Preventing Postoperative Liver Dysfunction in Poor Risk Surgi- 
cal Patients, Ann. Surg. 136: 643, 1952. 

4. Forsyth, B. T.: The Effect of Testosterone Propionate at Various 
Protein and Calorie Intakes in Malnutrition After Trauma, J. Lab. & 
Clin. Med. 43: 732, 1954. 
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ORGANIZATION SECTION 


ABSTRACT OF MINUTES OF MEETING 
OF BOARD OF TRUSTEES 

During the Annual Meeting of the American Medical Asso- 
ciation in San Francisco in June, 1954, the Board of Trustees 
held several meetings and took action on many matters. Several 
subjects that were discussed and acted on, however, are not 
included in this résumé, inasmuch as they were reported to 
the House of Delegates during the meeting and appear in its 
proceedings as part of the Supplementary Report of the Board 
to the House. Following is, therefore, a brief abstract of the 


actions taken. NURSES AND NURSING 


Dr. David B. Allman, Trustee, was appointed to represent 
the Association on a national committee to welcome Nurse 
Geneviéve DeGalard-Terraube, French heroine of Indo-China, 
on her visit to the United States on special invitation of the 
Congress. 

The Board also supported H. J. Res. 359, 83rd Congress, which 
would name the week of Oct. 4, 1954, as National Nurse Week. 


HEALTH PROBLEMS IN EDUCATION 

Authorization was given for the preparation, as a project 
of the Joint Committee on Health Problems in Education of the 
American Medical Association and the National Education Asso- 
ciation, of the manuscript of a new publication to be entitled 
“Healthful School Living.” 

Dr. Herman Jahr was reappointed to the Joint Committee 
on Health Problems in Education for another term of five years. 


RESEARCH COUNCIL FOR ECONOMIC SECURITY 
A token grant was made to the Research Council for Eco- 
nomic Security to assist in its studies on absenteeism in industry. 


HEALTH RESORTS 

Since 1938 the American Medical Association, first through 
a special committee on health resorts and then through the 
Council on Physical Medicine and Rehabilitation, has attempted 
to secure information on facilities of known health resorts and 
to establish minimum fundamental standards. It has been ex- 
tremely difficult to maintain contact with the numerous health 
resorts throughout the United States, and consequently to date 
only eight have been accepted for listing as recognized institu- 
tions. The Board, therefore, requested the Council to discon- 
tinue its activities in this field. 


RESOLUTION ON MEDICINE AND PSYCHOLOGY 

Approval was given for publication of a resolution on relations 
of medicine and psychology, adopted by the Council of the 
American Psychiatric Association and of the American Psycho- 
analytic Association, which was submitted to the Board by the 
Committee on Mental Health of the A. M. A. In brief, the 
resolution states: “. . . the medical profession fully endorses 
the appropriate utilization of the skills of psychologists, social 
workers and other professional personnel in contributing roles 
in settings directly supervised by physicians. It further recog- 
nizes that these professions are entirely independent and autono- 
mous where medical questions are not involved; but when 
members of these professions contribute to the diagnosis and 
treatment of illness, their professional contributions must be 
coordinated under medical responsibility.” 


COUNCIL ON NATIONAL DEFENSE 

As recommended by the Council on National Emergency 
Medical Service, its name was changed to Council on National 
Defense. It is felt that the latter name is simpler and much more 
descriptive of the duties and responsibilities of the Council. 

With a view to gaining complete cooperation between the 
medical and allied health professions and the hospitals in the 
field of medical civil defense planning, the Board voted to sug- 
gest to the American Hospital Association that it establish a 
council or committee similar to the Council on National De- 
fense to inspire civil defense among hospital administrators and 
to facilitate and expedite national and local medical civil de- 
fense planning. 


In January, 1954, the Army Medical Service Graduate Schoo] 
conducted a course entitled “Medical Care for Atomic Casual. 
ties.” Its objectives were endorsed by the Board, and participa. 
tion by personnel of the armed services, the Public Health 
Service, and the Federal Civil Defense Administration was 
commended. 

ATLANTIC CITY MEETING 

On nomination by the Medical Society of Atlantic County, 
Dr. David B. Allman was selected to act as general chairman 
of the Local Committee on Arrangements for the Annual Meet- 
ing of the Association to be held at Atlantic City in June, 1955. 
Dr. Charles Hyman and Dr. James Gleason were designated 
vice-chairmen. 

FLAG OF ASSOCIATION 

Approval was given for the purchase of a flag that will be 
used at annual and clinical meetings of the Association and at 
other appropriate times. 


GOLDBERGER AWARD 
Dr. Russell M. Wilder, formerly chief of the department of 
medicine at the Mayo Clinic, was selected the recipient of the 
1954 Goldberger award in clinical nutrition. 


BLUE SHIELD COMMISSION 


Dr. E. J. McCormick was appointed a commissioner-at-large 
on the Blue Shield Commission, for a term of three years. 


COUNCIL ON PHARMACY AND CHEMISTRY 

Dr. A. C. Curtis of Ann Arbor, Mich., was elected to fill the 
unexpired term of Dr. C. Guy Lane on the Council on Pharmacy 
and Chemistry. 

APPOINTMENTS 

The following representatives were appointed to committees, 
meetings, etc. 

1. American Association for the Advancement of Science: 
Dr. George M. Piersol to succeed himself and Dr. Stanley Weld 
to succeed Dr. E. P. Jordan (resigned), each for a term of two 
years. 

2. Medical Advisory Committee of the American Korean 
Foundation: Dr. Frank E. Wilson. 

3. Committee on Names for Pest Control Chemicals, ISO/TC 
81, of the American Standards Association: Mr. Bernard Con- 
ley, Secretary of the Committee on Pesticides, with Walter Wol- 
man, Ph.D., Director of the Chemical Laboratory, as alternate. 

4. Committee on Education and Registration of the Ameri- 
can Association of Medical Record Librarians: Dr. Wayne 
Brandstadt. 

5. National Safety Council, Traffic and Transportation Con- 
ference: Dr. W. W. Bauer. 


STUDENT A. M. A. 
Dr. Ernest E. Irons was reappointed an advisory member to 
the Council of the Student American Medical Association for 
a term of three years. 


WORLD MEDICAL ASSOCIATION 


An invitation was extended to the World Medical Association 
to hold its next Conference on Medical Education in the United 
States in whatever year it may desire. 

Dr. Elizabeth Comstock, first woman to become a member 
of the “50 Year Club” of the State Medical Society of Wis- 
consin, was appointed to represent the A. M. A. as an official 
observer at the meeting of the World Medical Association in 
September, 1954. 

SCIENTIFIC PUBLICATIONS 

The Board voted to discontinue publication of the Interns’ 
Manual. 

Permission was granted for publication of a book of abstracts 
culled from the abstract pages of THE JOURNAL. 

The Board authorized sponsorship of an Institute on Nomen- 
clature to be held at headquarters in Chicago in the near future. 
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COMMITTEE ON INJURIES IN SPORTS 


The addition of three members to the Committee on Injuries 
in Sports, to be representative of the colleges in the Big Ten, 
Pacific Coast, and Southern Conferences, was approved. 

LAW DEPARTMENT 

A new department, to be known as the Law Department, was 
established in the headquarters office, with Mr. C. Joseph Stetler 
as director. The Bureau of Legal Medicine and Legislation and 
all of its records and personnel were transferred to the newly 
established department. Mr. J. W. Holloway Jr., Director of 
the Bureau, will serve as consultant. All questions pertaining 
to legal matters will be handled by the new department. 


MEDICAL PUBLIC RELATIONS INSTITUTE 
Drake Hotel, Chicago 
September 1 and 2, 1954 





PROGRAM 
Wednesday, September 1 
OPENING OF REGISTRATION 
8:30 a. m., French Room Foyer 
OPENING OF EXHIBITS 
8:30 a. m., French Room 
PR Project Parade 
Examples of medical society PR projects 


A. M. A. Exhibits 
Available for use of state and county medical societies 


NEW TELEVISION AIDS 


9:15 a. m., Ballroom 


A Life to Save 
Preview showing of A. M. A.-produced filmed TV 
program on medical quackery 


Script-Clip 
Demonstration of new visual aids for use on local 
TV shows 


YOUR 1954 INSTITUTE 


10 a. m., Ballroom 


Our Responsibilities to Medicine 
Leo E. Brown, Chicago, Director, Department of 
Public Relations, American Medical Association 


The A. M. A. Welcomes You 
GeorGE F. Lutt, M.D., Chicago, Secretary-General 
Manager, American Medical Association 


WHAT’S NEW IN MEDICAL PR 

10:15 a. m., Ballroom 
Chairman: Jerry L. Pettis, Los Angeles, Assistant to the 
President, Los Angeles County Medical Association 


Station A-M-A’s Inquiring Reporters 
Interviews with men who have developed successful 
medical society PR projects 
Reporters: JERRY L. Pettis; Hart F. Pace, Columbus, 
Assistant Director of Public Relations, Ohio State 
Medical Association 


LUNCHEON 
12:30 p. m., Walton Room 


MAIL SHOULD BE READ: HOW TO KEEP IT OUT 
OF THE ROUND FILE 
2 p. m., Ballroom 
Moderator: ROWLAND B. KENNEDY, Jackson, Executive 
Secretary, Mississippi State Medical Association 


Mail Evaluators 
BARBARA DAMERON, Chicago 
RoBert E. HEERENS, M.D., Rockford, Ill. 
OLIVER E. Ese, Topeka, Executive Secretary, Kansas 
Medical Society 
FREDERICK W. FAGLER, Pittsburgh, Executive Secre- 
tary, Allegheny County Medical Society 
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Direct Mail Specialist 
PauL J. BRINGE, Milwaukee, Sales Manager, Milwau- 
kee Dustless Brush Company 


TV PRODUCTION. SEMINAR 

3:30 p. m., WGN-TV Studio 1A 
Chairman: JAMEs T. BARNES, Raleigh, Executive Secretary, 
State of North Carolina Medical Society 
Institute registrants will sit in on an actual camera re- 
hearsal of a 15-minute public service program sponsored 
by Warner-Chilcott Laboratories and will receive instruc- 
tions on program techniques 


RECEPTION 
5:30 p. m., Walton Room 
Thursday, September 2 


PR AND THE MEDICAL ASSISTANT 
9 a. m., Ballroom 
Moderator: EDwarD L. BrRIDGEs, Nashville, Public Serv- 
ice Director, Tennessee State Medical Association 
Panel Discussion: How Can the Doctor’s Assistant Improve 
the Medical Profession’s Public Relations 
NAoMI M. PETERSON, Minneapolis, Assistant Professor, 
School of Business Administration, University of 
Minnesota 
ELIZABETH E. PEcK, Detroit, President, Michigan State 
Medical Assistants Society 
JOHN McDonaLD, M.D., Tulsa, Okla. 
AN OUNCE OF PREVENTION 
10:15 a. m., Ballroom 
Moderator: HUGH W. BRENNEMAN, Lansing, Public Rela- 
tions Counsel, Michigan State Medical Society 
Symposium-Panel Discussion on emerging PR problems in 
the profession’s relations with other groups—and a discus- 
sion of how to meet these problems 
Clinical Psychologists 
ALLYN B. CuoaTE, M.D., Charlotte, President, North 
Carolina Conference for Social Service 


Social Workers 
JoHN F. Contin, M.D., Boston, Medical Director, 
City of Boston Hospital Department 
Lawyers 
Louis J. REGAN, M.D., LL.B., Los Angeles 
Pharmacists 
Daas L. BRUNER, Des Moines, Executive Secretary, 
Iowa Pharmaceutical Association 
LUNCHEON 
Noon, Walton Room 
THE A. M. A. AT YOUR SERVICE 
1:30 p. m., Ballroom 
Chairman: LEsTER H. Perry, Harrisburg, Executive Secre- 
tary, State of Pennsylvania Medical Society 
A. M. A. Department heads will be on hand to receive 
your answers to these questions: What constructive criti- 
cisms do you have regarding A. M. A. service to state and 
county medical societies? What can the A. M. A, do to 
improve its services? 
WHAT’S THE SCORE ON FEES? 
3 p. m., Ballroom 
Moderator: THEODORE WIPRUD, Washington, D. C., Execu- 
tive Director, District of Columbia Medical Society 
Panel 
JosEPH Donovan, San Jose, Executive Secretary, Santa 
Clara County (California) Medical Society 
WALTER L. Portteus, M.D., Franklin, President-Elect, 
Indiana State Medical Society 
BOYDEN ROSEBERRY, White Plains, Executive Secretary, 
County of Westchester (New York) Medical Society 


RE-SCREENING OF “A LIFE TO SAVE” 
4:15 p. m., Ballroom 


ADJOURNMENT 
4:45 p. m. 
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COUNCIL ON MEDICAL SERVICE 


This is one of a series of brief statements explaining the work 
of various departments of the American Medical Association. 
—ED. 


The Council on Medical Service was established in 1943 by 
the House of Delegates to study the effect of social and economic 
changes on the practice of medicine and to report these changes 
to the profession. Its activities cover many of the nonscientific 
aspects of medical care. It acts as an information center for the 
profession and the public, studying legislative developments, 
social changes, and economic trends, and conducting surveys 
to determine facts, data, and opinions with respect to the avail- 
ability of medical care. The Council suggests means for im- 
proving distribution of medical service to the public consistent 
with the principles adopted by the House of Delegates. It also 
aids state and county medical societies in developing medical 
service programs. 

The Council gathers, studies, and evaluates data on the various 
aspects of medical care, including indigent care, medical ex- 
pense benefit insurance plans, maternal and child care programs, 
health programs of government, and many others. This infor- 
mation is made available to medical societies and individual 
physicians through numerous reports, pamphlets, and booklets; 
some of these are also available to members of the public inter- 
ested in medical care programs and their development. For phy- 
sicians and medical societies the Council prepares pamphlets 
and makes loan kits available on such subjects as group prac- 
tice, emergency medical call programs, health councils, tempo- 
rary disability benefits, grievance committees, social insurance 
programs in foreign countries, indigent medical care programs, 
and hospitals and the practice of medicine. It also makes infor- 
mation available to the public and students on timely medical 
care topics, such as socialized medicine, voluntary health in- 
surance, distribution of physicians, and medical progress. 

To coordinate its activities the Council has created seven 
committees. The Committee on Medical Care for Industrial 
Workers reviews the scope of medical care programs now avail- 
able to industrial workers as well as trends in medical care for 
these workers and evaluates the status of physicians in industrial 
medical care programs. The committee has studied state plans 
and legislation for compulsory temporary cash sickness benefits, 
and for so-called direct medical service plans, such as the United 
Mine Workers health program and the various union health 
centers. In recent years several nonmedical groups have under- 
taken the development and management of health plans. 

To assure maintenance of standards comparable to other 
health services in these instances, the Committee on Relations 
with Lay Sponsored Voluntary Health Plans was created. This 
committee maintains liaison with such groups and suggests 
criteria by which the medical profession can evaluate such plans. 

State and local plans for indigent medical care are studied 
and analyzed by the Committee on Indigent Care with a view 
to development of minimal standards for such plans. The com- 
mittee works with the American Public Health Association, the 
American Public Welfare Association, and various schools of 
public health. Loan kits on indigent medical care programs 
are available. 

The Committee on Federal Medical Services was originally 
called the Committee on Medical Care for Veterans. Its earlier 
activities were devoted to the several medical care programs 
under the auspices of the Veterans Administration, but, since 
the present title was adopted, the committee has developed 
liaison with both governmental and nongovernmental groups and 
concerns itself with federal programs in the medical care field 
that are not handled by other committees. The committee has just 
held regional conferences at which the policy of the A. M. A. 
against the expansion of government hospitals providing care for 
veterans with non-service-connected disabilities was discussed. 

The Committee on Prepayment Medical and Hospital Serv- 
ice evaluates voluntary health insurance plans and promulgates 
basic standards for programs underwritten by private insurance 
carriers as well as those sponsored or approved by medical 
societies. This committee has liaison with the Health Insurance 
Council, Blue Shield Commission, and other groups and or- 
ganizations interested in voluntary health insurance. 


J.A.M.A., Aug. 21, 1954 


The Committee on Extension of Hospitals and Other Facilj. 
ties considers physician-hospital relationships and encourages 
state and county medical societies in setting up committees to 
maintain proper liaison between physicians and hospitals. One 
of its activities is to study problems relating to better distriby. 
tion of physicians. In this area, it conducts a Physicians Place. 
ment Service program serving communities needing a physician 
and physicians seeking a location. The committee is also con- 
cerned with the Hill-Burton hospital construction program, 
multiphasic screening experiments, regional hospital programs, 
and the development of needed health centers, diagnostic clinics, 
and outpatient dispensaries. 

The Committee on Maternal and Child Care reviews the 
activities throughout the United States in the general field of 
maternal and child care, collects and compiles information, and 
develops suggestions for minimal programs for such care suit- 
able to local areas of various population sizes. 


MLLE. GENEVIEVE DE GALARD-TERRAUBE 
HONORED . 

At a reception in Chicago, Aug. 3, Mlle. Geneviéve deGalard- 
Terraube, French nurse, the “angel of Dien Bien Phu,” was 
awarded a citation from the American Hospital Association 
and the American Medical Association for her heroism and de- 
votion to duty. The presentation was made by Dr. Frank R. 





Bradley (left in the picture), president-elect of the American 
Hospital Association, and Dr. Edwin S. Hamilton, member of 
the Board of Trustees of the American Medical Association. 
The French air-borne nurse is visiting this country at the invi- 
tation of the Congress of the United States. 


FEDERAL MEDICAL LEGISLATION 


Federal Employees Health Insurance 


Senator Carlson (R. Kan.), in S. 3803, has introduced the 
administration’s proposal for voluntary prepaid health insurance 
for federal employees on a contributory basis, with the federal 
government’s share limited to a maximum of $26 per year, and 
the remainder deducted from the employee’s salary. The heads 
of the government agencies would be authorized to contract with 
commercial or nonprofit companies, with group practice services 
or medical care cooperatives. The coverage could include the 
employee’s spouse and unmarried children under 19 years. If 
the children are attending college, they could be covered until 
21 years of age. Hazardous employment would not be a bar to 
coverage. The plan would be administered by the Civil Service 
Commission, which would be advised by an employee committee 
of 5 to 11 members and an advisory council consisting of the 
Secretaries of Labor and Health, Education, and Welfare, and 
the Director of the Budget. The bill was referred to the Post 
Office and Civil Service Committee, but it was not expected to 
be considered seriously until after Jan. 1, 1955. 





The summary of federal legislation was prepared by the Washington 
Office of the American Medical Associat'on. 
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MINNESOTA STATE MEDICAL ASSOCIATION 


To permit readers of THE JOURNAL to become better acquainted 
with the activities of state medical associations articles describing 
them will appear from time to time in these pages.—ED. 


In “100 Years of Medicine in Minnesota,” published in 1941, 
the Minnesota State Medical Association states: “It is now 100 
years since an adventurous young doctor named Christopher 
Carli, who had received his medical education at Heidelberg, 
pushed up the rivers of the new world to the territory that later 
became Minnesota. He arrived at the site of what is now Still- 
water on May 24, 1841, and became the first civilian medical 
practitioner to settle permanently in the territory.” Twelve years 
later, there were “20 hardy pioneer doctors” in the territory, 12 
of whom met on July 23 in St. Paul’s first court house to form 
the Minnesota Medical Society, forerunner of the Minnesota 
State Medical Association. The present name was adopted in 
1869 when the organization, having lapsed during the Civil War 
years, was reactivated. At its organizational meeting the associ- 
ation formulated its objectives: “To advance medical knowledge, 
to elevate professional character, to protect the interests of its 
members, to extend the bounds of medical science, to protect 
all measures adopted to the relief of suffering and to improve 
the health and protect the lives of the community.” It chose as 
its first president Dr. Thomas Reid Potts, president of the board 
of trustees of St. Paul and frequently referred to as its first 
mayor. Among other outstanding persons in the early history of 
medicine in Minnesota were Dr. Charles N. Hewitt, Red Wing, 
pioneer in public health work and first secretary of the Minne- 
sota State Board of Health, which was organized by the legis- 
lature in 1872 at the request of the association; Dr. Martha G. 
Ripley, Minneapolis, founder of the Maternity Hospital in 
Minneapolis; Dr. William Worrall Mayo, provost surgeon for 
southern Minnesota and father of Drs. Charles Horace and 
William James Mayo, who served as head of an emergency 
hospital aided by the order of St. Francis, which erected what 
is now St. Mary’s Hospital; and Dr. Perry H. Millard of Still- 
water, who in 1887, with the aid of the society, persuaded the 
legislature to create an independent board of medical examiners 
with exclusive right to admit to practice in Minnesota. Dr. 
Millard became first.dean of the University of Minnesota Medical 
School, organized in 1888 after the earlier teaching institutions 
in St. Paul and Minneapolis had voluntarily surrendered their 
charters and decided to merge into a single department of 
medicine at the university. 

During the 101 years of its existence the association has 
grown from the original 12 to 3,225 members. It conducts an 
extensive health education program by television and radio, 
through speakers, public meetings, and regular news releases. 
This program is directed by the committee on public health edu- 
cation, of which Dr. Frank J. Elias of Duluth has been chairman 
for several years. It has the assistance of a large group of special 
scientific committees on conservation of hearing, ophthalmology, 
diabetes, child health, maternal health, and others whose func- 
tions are to provide expert advice in the public education 
activities of the association and to foster postgraduate medical 
education for the membership in their special fields. Most of 
these committees carry on special educational campaigns, both 
for the public and the profession, with the assistance of the 
committee on public health education. The most important recent 
study is probably that on maternal deaths in Minnesota, con- 
ducted by the subcommittee on maternal mortality of the com- 
mittee on maternal health in association with the Minnesota 
State Board of Health. This study has provided an expert, im- 
partial, and case-by-case study of maternal deaths in the state, 
with a view to lowering the maternal death rate still further in 
Minnesota. There is also a large and varied structure of com- 
mittees for education of the members in all the social and 
economic aspects of medical practice. These committees conduct 
frequent special studies in their fields, such as recent studies of 
insurancé—especially malpractice insurance in the state—social 
welfare functions in the state, and the participation of physicians 
in the program. All these activities, as well as the projects of 
the scientific and public health education committees, are under 
the general supervision of the council. Among projects of state- 
wide character undertaken recently by the association’s house 
of delegates is the creation of a Physicians’ Assistance Fund. 
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To meet the need for more practitioners in rural areas, the 
association established a Rural Medical Student scholarship in 
1952, providing for selection of one student of special qualifica- 
tions each year to receive from the association $1,000 a year 
for four years. This award is not a loan but a gift of the associ- 
ation provided the student promises to practice medicine for at 
least five years, immediately after completing his internship, in 
a Minnesota town of 5,000 population or less. The awards will 
be continued until at least four students are receiving or have 
received them. At that time the program will be evaluated for 
possible continuance. The committee on scientific assembly, 
composed of medical, surgical, and specialty sections, plus com- 
mittees on local arrangements, supervises annual meetings of 
the association held, according to long-established precedent, in 
Minneapolis, St. Paul, Duluth, and Rochester in rotation. These 
meetings draw an average attendance of 3,500 physicians from 
Minnesota and adjoining states. 
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Lowry Medical Arts Building, St. Paul, in which the state medical 
association headquarters are located. 
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Headquarters of the association at 496 Lowry Medical Arts 
Building, St. Paul, are manned by a staff of 17, including the 
executive secretary, Mr. R. R. Rosell; the assistant executive 
secretary, Mr. Harold Brunn; the director of public health edu- 
cation acting under direction of the committee, Miss Joyce 
Pearson; and a corps of stenographers, clerks, and other as- 
sistants. Under auspices of the association and carried on with 
staff assistance in adjoining offices is the processing and evaluat- 
ing section of the Home Town Care program for disabled veter- 
ans. This section serves physicians of the state and processes 
fee statements and other papers for the Veterans’ Administration 
in Minnesota. Mr. Ray Davison directs this activity for the 
Veterans’ Administration. The association’s official organ, Minne- 
sota Medicine, established in 1918, is the journal of the Minne- 
sota State Medical Association, Southern Minnesota Medical 
Association, Northern Minnesota Medical Association, Minne- 
sota Academy of Medicine, and Minneapolis Surgical Society. 
Officers of the state association for 1954 are: president, Dr. 
Justus Ohage, St. Paul; first vice-president, Dr. Paul C. Leck, 
Austin; second vice-president, Dr. Vernon D. E. Smith, St. Paul; 
secretary, Dr. Benjamin B. Souster, St. Paul; treasurer, Dr. 
William H. Condit, Minneapolis; and chairman of the council, 
Dr. Arnold O. Swenson, Duluth. Officers chosen at the recent 
annual meeting will be listed at a later date. The next annual 
meeting will be held in Minneapolis, May 23 to 25, 1955. 
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MEDICAL NEWS 


CALIFORNIA 

Symposiums on Office Proctology and Urology.—The University 
of California School of Medicine will offer two one-day sym- 
posiums at the medical center in San Francisco. On Sept. 11, 
Dr. Walter D. Birnbaum, associate clinical professor of surgery, 
University of California School of Medicine, will serve as chair- 
man for the symposium on office proctology. The morning pro- 
gram will be held at the University of California Extension 
Building, 540 Powell St., San Francisco. After luncheon, the 
symposium will continue at the University of California Hospital, 
Parnassus and Third Avenues, with demonstration of proctologic 
examination, “X-Ray Examination of the Colon and Rectum,” 
and “ ‘Medical’ Diseases of the Colon.” At 4 o’clock there will 
be a panel discussion. On Sept. 12 Dr. Donald R. Smith, associate 
clinical professor of urology, University of California School 
of Medicine, will be chairman for the all-day symposium, which 
will be held at the University of California Extension Building. 
At 11:10 a. m. Dr. Smith will moderate a symposium on diag- 
nosis and treatment of infections of the urinary tract, which will 
follow presentations on diagnosis and treatment of lesions of the 
external genitalia, nonspecific prostatitis and urethritis, non- 
infectious urethritis and trigonitis in women, and psychosomatic 
problems in urology. Luncheon, with a question and answer 
session, will be held at the Hotel Sir Francis Drake. The after- 
noon speakers will consider medical prevention of urinary cal- 
culi, care of the recumbent or paralyzed patient, differential 
diagnosis of hematuria, and allergic responses in the urinary 
tract. From 3:30 to 5 p. m. there will be presentations of selected 
short subjects. The fee for each symposium is $20. Application 
for enrollment may be sent to Dr. Stacy R. Mettier, Professor 
of Medicine, Head of Postgraduate Instruction, Medical Ex- 
tension, University of California Medical Center, San Fran- 
cisco 22. 


ILLINOIS 


New Hospital Personnel Project.—The Illinois Department of 
Public Health has launched a new nursing aide training project 
to help hospitals develop on-the-job training for auxiliary nursing 
personnel—nursing aides, orderlies, attendants, and others. A 
series of workshops is planned throughout the state for nurse 
representatives who will be responsible for the teaching programs 
in their hospitals. The first workshop was held Aug. 5 and 6 at 
St. John’s Hospital, Springfield. This training project is being 
developed on a nationwide basis by the National League for 
Nursing, the American Hospital Association, and the U. S. 
Public Health Service. In Illinois it is being carried out by the 
Ilinois Department of Public Health with assistance from the 
State Division of Vocational Education, the Illinois League for 
Nursing, the Illinois Hospital Association, and other organiza- 
tions. 


Chicago 

Grants to Hektoen Institute —The Hektoen Institute for Medical 
‘Research announces receipt of the following grants: (1) $10,000 
from the Otho S. A. Sprague Memorial Institute, for the salaries 
of a pediatric cardiologist and a cardiovascular physiologist 
engaged in research in congenital heart disease and acquired 
valvular disease, under the direction of Dr. Egbert H. Fell and 
Dr. Benjamin M. Gasul and associates, and (2) from the Chicago 
Heart Association, a grant-in-aid of $7,560 for research studies 
on congenital and acquired heart disease in infants and children, 
under the direction of Dr. Gasul and associates. 


Personal.—Dr. George A. Hellmuth, assistant clinical professor 
of medicine, Stritch School of Medicine of Loyola University, 
Chicago, has been appointed associate clinical professor of 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


medicine and chief of the cardiovascular section, department of 
medicine, Marquette University School of Medicine, Milwaukee. 
Dr. Hellmuth, who has practiced medicine in Chicago for 1g 
years, will take up his new duties Sept. 1. He will also become 
head of the heart service at the Milwaukee County Hospital and 
the Milwaukee Dispensary. Dr. Lloyd A. Gittelson has been 
appointed chairman of the department of anesthesiology at 
Presbyterian Hospital and clinical professor (Rush) in the 
University of Illinois College of Medicine, to succeed Dr. Mary 
M. Lyons, Ravinia, Ill., who has retired. During World War Ij 
Dr. Gittelson served as anesthesiologist with the 39th evacuation 
hospital in the European theater. He has been affiliated with 
Veterans Administration Hospital, Hines, Ill., and Grant Hos- 
pital and has served on the faculty of the University of Louis- 
ville (Ky.) School of Medicine. 





MAINE 


State Medical Election.—Officers of the Maine Medical Associ- 
ation include: Dr. Robert W. Belknap, Damariscotta, president; 


Dr. William F. Mahaney, Saco, president-elect; Miss Esther M. 


Kennard, Portland, secretary-treasurer; and Mr. W. Mayo 
Payson, Portland, executive secretary. 


Cardiac and Pediatric Clinics—The State Department of Health 
and Welfare, Division of Maternal and Child Health, will hold 
cardiac clinics at the Eastern Maine General Hospital in Bangor, 
9 to 11 a. m., Aug. 27, Sept. 24, Oct. 22, Nov. 19, and Dec. 17, 
and at the Maine General Hospital in Portland every Friday 
(with exception of holidays) from 9 a. m. to 12 noon. Pediatric 
clinics (1:30 p. m.) will be held at the Eastern Maine General 
Hospital in Bangor Aug. 27, Sept. 24, Oct. 22, Nov. 19, and 
Dec. 17; at the Thayer Hospital in Waterville Sept. 7, Oct. 5, 
Nov. 2, and Dec. 7; and at the Northern Maine Sanatorium in 
Presque Isle Sept. 22 and Nov. 17. 


MARYLAND 

Homes for Retired Research Dogs.—A joint effort by the Mary- 
land Society for Medical Research and the Baltimore Animal 
Aid Association has resulted in new homes for research dogs 
in that area that have completed their stints in the laboratory. 
The dogs, all of them obtained originally from the Baltimore 
city animal shelter, had all served in some research project. 
The adoption plan, introduced in television and newspaper 
features, was so successful that a waiting list of people who want 
to make a home for an ex-research dog exists. All dogs were 
originally strays. The sponsoring organizations have found that 
a “research” dog in a neighborhood acts as a powerful stimulus 
to neighbors to learn the facts about animal research. 


MASSACHUSETTS 

Award to Dr. Rosenberg.—The Ciba award of the Endocrine 
Society, established to recognize the meritorious accomplishment 
of an investigator, not more than 35 years of age, in the field 
of endocrinology, has been bestowed on Dr. Isadore Nathan 
Rosenberg, Boston. Since completing his residency at the Boston 
City Hospital in 1949, Dr. Rosenberg has been engaged in 
research, clinical work, and teaching at the New England Center 
Hospital and Tufts College Medical School, at first as a post- 
doctoral research fellow of the U. S. Public Health Service for 
two years and then as a research associate in the hospital and 
instructor of medicine at Tufts. Among other projects, he has 
developed new chromatographic methods for isolation of the 
iodine-containing compounds of the thyroid gland and has 
clarified the mechanism of action of antithyroid drugs. 


MICHIGAN 


Memorial to Dr. Snow.—The state board of education has 
authorized the naming of the health residence of Michigan State 
Normal College, Ypsilanti, as the Glenadine C. Snow Memorial 
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Health Residence. A fund to honor the late Dr. Snow of Ypsi- 
janti is being raised to provide a plaque or other means of desig- 
nating the health residence building, which was dedicated May 
21, Contributions should be sent as soon as possible to the chair- 
man of the Glenadine Snow Memorial Fund Committee at the 


college. 


Society News.—Dr. Harry B. Zemmer, Lapeer, vice-chairman 
of the council of the Michigan State Medical Society, was elected 
president and Dr. Willard W. Dickerson, Caro, vice-president of 
the recently formed Michigan Association for Epilepsy at its 
first annual meeting, May 26, in Detroit. The Michigan Associ- 
ation for Epilepsy is composed of persons and representatives of 
organizations interested in the coordination of the exchange of 
information on convulsive disorders among doctors of medicine, 
health agencies, lay organizations, and persons interested in this 
field. It seeks the promotion of (1) postgraduate professional 
training in convulsive disorders, (2) development and expansion 
of research, treatment, and educational facilities in the field, and 
(3) wider public understanding of epilepsy. The association's 
offices are at 706 N. Washington St., Lansing. 


MISSISSIPPI 

University News.—Dr. David S. Pankratz, dean, University of 
Mississippi School of Medicine, University, announces that the 
selection of a clinical faculty is now in progress for the school, 
which on April 1, 1955, expects to occupy the new medical 
center now under construction in Jackson. Henry C. Tracy, 
Ph.D., associate in anatomy, will spend the summer at Woods 
Hole, Mass., conducting a research project on the correlation 
of fetal movements with the development of certain elements 
of the nervous system. A medical scholarship is being estab- 
lished as a memorial to Ray J. Nichols, Ph.D., director of ad- 
missions and secretary to the faculty of the school of medicine, 
who died of a malignant brain tumor on May 12. 








NEW YORK 

Acting Dean Appointed.—Dr. Howard W. Potter, professor of 
psychiatry, State University College of Medicine at New York 
City, Brooklyn, has been appointed acting dean of the college 
to serve from Sept. 1 until such time as a successor shall be 
appointed for Dr. Jean A. Curran, who was recently named 
associate executive dean for medical education in the state univer- 
sity. Dr. Potter, who has been a member of the college faculty 
for 15 years, is director of psychiatric services at the Kings 
County Hospital. He formerly served as professor of clinical 
psychiatry at Columbia University College of Physicians and 
Surgeons, New York City. He is a past president of the American 
Association on Mental Deficiency, the New York Society for 
Clinical Psychiatry, and the New York Psychiatric Society. 


New York City 

Mental Health Committee.—The Welfare and Health Council of 
New York City announces formation of a mental health com- 
mittee representing private and public agencies on a city-wide 
basis (1) to study mental health programs and activities, paying 
special attention to preventive aspects, and to make broad policy 
recommendations to appropriate agencies to help strengthen and 
expand services and (2) to gather information on mental health 
resources and facilities in order to help agencies take fullest 
advantage of the community mental health services act, passed 
at the last session of the legislature. Among the committee mem- 
bers are Drs. Viola W. Bernard, Morris A. Brand, Mabel Ross, 
Margaret T. Ross, and Exie E. Welsch and, ex officio, Dr. 
Leona Baumgartner, commissioner of health, and Dr. Basil C. 
MacLean, commissioner of hospitals. 


Personal.—Dr. T. Duckett Jones, vice-president and medical 
director of the Helen Hay Whitney Foundation in New York 
and lecturer in medicine at the Harvard Medical School, Boston, 
was recently chosen president-elect of the National Health 
Council (1790 Broadway). Dr. Randolph A. Wyman, medi- 
cal superintendent of the Bird S. Coler Memorial Hospital and 
Home on Welfare Island, has been appointed medical super- 
intendent of Bellevue Hospital to succeed Dr. William F. Jacobs, 
retired. Dr. Wyman has been in the municipal hospital system 
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for 29 years. At a recent meeting of the board of trustees 
and medical board of the Jewish Memorial Hospital, Dr. Arthur 
A. Landsman was promoted to consultant in proctology and 
given a public presentation and a plaque for his 31 years of 
service to the hospital. Dr. Anthony J. J. Rourke, executive 
director, Hospital Council of Greater New York, has resigned 
to devote his entire time to consulting on a private basis in 
hospital administration, medical school administration, hospital 
construction, and medical school construction. He was president 
of the American Hospital Association, 1951-1952. 





OHIO 


Medicolegal Course.—“Medical Issues in Legal Cases,” a 15 
week course designed for physicians, will be offered by the Law- 
Medicine Center at Western Reserve University, Cleveland, on 
Tuesdays, 7 to 9 p. m., from Sept. 21 to Jan. 11. Legal cases 
studied will include medical issues involving cancer, the heart, 
the back, joints, and extremities, the head, personality changes, 
neuroses, the effect of trauma on preexisting conditions, burns 
and poisons, allergies, and trauma to the aged. Moderators of 
the new course will be Mr. Oliver C. Schroeder Jr., director, 
Law-Medicine Center, and Cuyahoga County coroner Dr. 
Samuel R. Gerber, Cleveland. Classes will be held in the court- 
room of the School of Law building on the Western Reserve 
campus, 2145 Adelbert Rd., Cleveland. Tuition is $50, with 
two hours of academic credit offered to persons working toward 
the degree of master of laws. Information on the course is avail- 
able from the Director, Law-Medicine Center, Western Reserve 
University, Cleveland 6. 


OREGON 


Cancer Conference at Portland.—The ninth annual postgraduate 
cancer conference at the University of Oregon Medical School, 
Portland, Sept. 20 to 24, will be sponsored by the Oregon di- 
vision, American Cancer Society, and the University of Oregon 
Medical School and will have as its theme “Diagnosis and 
Treatment of Malignant Neoplasms.” The sessions will open at 
9 a. m. Monday. At the opening meeting papers will be presented 
on the uses of isotopes, surgical means for the relief of pain, 
the types of cancers best treated by the radiologist, and drugs 
and hormones for cancer patients. At 3:10 p. m. Dr. Warren C. 
Hunter, professor of pathology, will be moderator for a sym- 
posium on leukemia, lymphosarcoma, and Hodgkin’s disease. 
At the dinner meeting with the Multnomah County Medical 
Society in the Crystal Room, Benson Hotel (6:30 p. m. Monday), 
Dr. Ian G. MacDonald, assistant clinical professor of surgery, 
University of Southern California School of Medicine, Los 
Angeles, will discuss “Cancer of the Lip and Mouth.” 

At 8:30 a. m. Tuesday there will be a symposium and con- 
ference on cancer of the skin and superficial integument, 
followed at 10 a. m. by patient demonstration and at 11 a. m. 
by a conference on therapy. A symposium on cancer of the lung, 
opening the Tuesday afternoon meeting, will be followed by a 
symposium on genitourinary cancer. At 4:10 p. m. Dr. Millard 
S. Rosenblatt, associate clinical professor of surgery, will talk 
on cancer in children. The Idaho dinner at Benson Hotel is 
scheduled for 6 p. m. 

“Cancer of the Breast” is the subject of the Wednesday morn- 
ing program, which will include “Pathology of Breast Cancer” 
by Dr. James H. Lium, assistant professor of clinical pathology, 
“Differential Diagnosis and Treatment of Breast Tumors” 
(patient demonstration) by Dr. Charles L,. Eckert, St. Louis, and 
a demonstration of postmastectomy rehabilitation by Mrs. 
Gordon Smith, R.N., and Dr. Allen M. Boyden, assistant clinical 
professor of surgery. A round-table, “The Emotional Problems 
of Your Cancer Patient,” will precede lunch, after which there 
will be a symposium on gastrointestinal cancer. 

The Thursday morning symposium, “Head and Neck Cancer,” 
will be summarized under the heading “What the General 
Practitioner Should Generally Know and Do About Cancers of 
the Head and Neck.” Cancer of the uterus and cervix will be 
considered Thursday afternoon. At 3 p. m. Dr. Alfred M. Popma, 
Boise, Idaho, president, American Cancer Society, will moderate 
a round-table discussion on community actions against cancer. 
Dr. Pitman will preside at the annual dinner (6:30 p. m.) in the 
Crystal Room of the Benson Hotel. 
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PENNSYLVANIA 


The New Lankenau Hospital—The new 10 million dollar 
Lankenau Hospital, which has been under construction for two 
and one-half years at Lancaster Ave. and City Line, Overbrook, 
was recently opened. The H-shaped building has a bed capacity 
of 390 as compared with 297 in the old hospital, which was 
founded in 1860 as the German Hospital. Two outstanding 
features of the hospital are its health museum and a cobalt bomb 
for the treatment of cancer. Free lectures, motion pictures, and 
guided tours will be given for community groups in the museum, 
which contains exhibits on human biology and specific diseases. 
The older hospital will serve as Pennsylvania Tuberculosis Sana- 
torium no. 4. 


Philadelphia 

Dr. Piersol Becomes Dean of Graduate School.—Dr. George M. 
Piersol, who has been affiliated with the Graduate School of 
Medicine, University of Pennsylvania, since 1920, has been 
appointed dean of the school to succeed Dr. Aims C. McGuin- 
ness, who resigned to become clinical consultant for the hospitals 
being built by the United Mine Workers Welfare and Retirement 
Fund. Dr. Piersol is presently director of the departments of 
physical medicine and rehabilitation in the Hospital of the 
University of Pennsylvania and professor of medicine in the 
graduate school. For 11 years Dr. Piersol edited the American 
Journal of Medical Science, and he is at present one of the 
editors of the Archives of Physical Medicine and Rehabilitation. 
He is a past president of the American College of Physicians, 
which he served for 23 years as secretary-general. 


Pittsburgh 

Industrial Hygiene Publication.—The Industrial Hygiene Foun- 
dation at Mellon Institute announces the free availability of its 
new publication “The Activities and Members of Industrial 
Hygiene Foundation.” The foundation is a nonprofit research 
association of industries for advancing occupational health, 
improving working conditions, and bettering human relations; 
it gives professional assistance to member companies in the study 


of industrial health problems, assists companies in the develop-' 


ment of health and medical programs, and contributes to the 
scientific advancement of industrial medicine and hygiene 
through research, surveys, and allied activities. The pamphlet 
describes its major fields of activity. Copies may be obtained 
from Mellon Institute, 4400 Fifth Ave., Pittsburgh 13. 


TENNESSEE 

Dr. Schmeisser Becomes Emeritus Professor.—Dr. Harry C. 
Schmeisser, who has retired after 33 years as professor of 
pathology at the University of Tennessee Medical Units and 
attendant to John Gaston Hospital, Memphis, has been appointed 
professor emeritus of pathology and consultant to the city of 
Memphis hospitals. Dr. Schmeisser joined the staff of the univer- 
sity in 1921 as professor of pathology and bacteriology, chief 
of the division, and pathologist and bacteriologist in chief to 
John Gaston Hospital. 


Society News.—The Tennessee Thoracic Society, which was 
organized last spring, invites applications from persons prac- 
ticing in Tennessee who are interested in any phase of chest 
disease, either medical or surgical (general practitioners, in- 
ternists, cardiologists, endoscopists, roentgenologists, patholo- 
gists, general surgeons, and thoracic surgeons). The purposes of 
the organization are (1) to sponsor a section on diseases of the 
chest, designed to interest both the general practitioner and the 
chest specialist, at the state medical association meeting each 
year and (2) to promote short postgraduate courses in diseases 
of the chest for the general practitioners in the state. The 
Tennessee chapter of the American College of Chest Physicians, 
formed at the same time, will hold its annual meeting in con- 
junction with the meeting of the Tennessee Thoracic Society at 
the time of the state medical meeting. Applications for member- 
ship in the Tennessee Thoracic Society or the Tennessee chapter 
of the American College of Chest Physicians, or both, should 
be sent to Dr. Hollis E. Johnson, 2122 West End Ave., Nash- 
ville, who is secretary-treasurer of both organizations. 
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UTAH 

General Practitioners’ Meeting.—The Utah Academy of Genera] 
Practice will hold its annual meeting at the Hotel Utah, Salt 
Lake City, Sept. 9 and 10, under the presidency of Dr. W. Ezra 
Cragun, Logan. Guest speakers include Drs. Edward D. Allen 
and M. Edward Davis, Chicago; Conrad G. Collins, New Or- 
leans; James A. Dusbabek, Washington, D. C.; Erle Henriksen, 
Los Angeles; and Jack A. Pritchard, Cleveland. Moderators for 
the program will be Drs. Emil G. Holmstrom, Eugene Wood, 
and John Z. Brown Jr., Salt Lake City, and Dr. Reed W. Farns- 
worth, Cedar City. Dr. William B. Hildebrand, Menasha, Wis., 
national president, American Academy of General Practice, and 
Mr. Rollen Waterson, San Francisco, will be the luncheon speak- 
ers and Mr. Edmund Harding, Washington, D. C., the banquet 
speaker. The meetings will be open to all members of the medical 
profession. There is no fee for registration. 


VERMONT 

New England Health Institute—The 20th annual New England 
Health Institute will be held Aug. 25 to 27 on the campus of the 
University of Vermont at Burlington. Speakers at the first session 
will include the Hon. Lee E. Emerson, governor of Vermont, 
and Dr. Robert B. Aiken, Burlington, Vermont state commis- 
sioner of health. Harlan L. P. Wendell, special assistant to the 
secretary, U. S. Department of Health, Education, and Welfare, 
will discuss “Changing Trends in Federal-State Relations in 
Public Health Programs.” Panel discussions will include “Ideal 
Concepts of School-Health Services,” “Public Health Aspects 
of Nursing Home Licensing,” and “Total Care in Chronic IIl- 
ness.” Other subjects to be considered are cancer control, 
maternal and child health services, nutrition, public health nurs- 
ing, medical social work, mental health, and public health 
education. 


WASHINGTON 

Health Service Director Needed.—The State College of Wash- 
ington, Pullman, is seeking an assistant director of the student 
health service. Beginning salary on an 11 month basis is $9,500. 
This full time appointment provides a 30 day vacation each 
year. The appointee must be licensed in the state of Washington. 
The student health service personnel consists of two full time 
clinic nurses, a receptionist, and three physicians, one the direc- 
tor. The student health service, located on the main floor of the 
Memorial Hospital on the college campus, serves the college 
students and residents of Pullman. Student health service physi- 
cians are responsible only for the care of college students and 
are not permitted to engage in outside practice. For information, 
address Dr. Harry E. Zion, Director of Student Health, State 
College of Washington, Pullman. 


WEST VIRGINIA 

Dr. Vest Honored.—Dr. Walter E. Vest, Huntington, former 
chairman of the West Virginia Medical Licensing Board, was 
the honor guest at a dinner meeting of the board, on which he 
had served for 20 years. The chairman, Dr. Frank J. Holroyd, 
Princeton, presented the bronze plaque, bearing signatures of 
all the members, a profile of Dr. Vest, and the following in- 
scription: “Presented to Walter E. Vest, M.D., in grateful 
appreciation of twenty years’ service on the Medical Licensing 
Board of West Virginia.” Dr. Vest served as president of the 
West Virginia State Medical Association in 1930 and as president 
of the Southern Medical Association, 1938-1939. He has been 
a member of the publication committee of the state medical 
association since 1923, and has served as editor of the West 
Virginia Medical Journal since 1937. He was an alternate dele- 
gate from West Virginia to the American Medical Association 
from 1930 to 1934 and has been one of the two A. M. A. 
delegates from this state since 1934. For many years a member 
of the Federation of Licensing Boards of the United States, he 
served as its president in 1952-1953. Dr. Vest, appointed a 
member of the old Public Health Council in 1933, served in that 
capacity continuously and as chairman from 1937 to 1949, when 
the council was legislated out of existence and supplemented by 
the present medical licensing board. He served as president of 
the board from 1949 until 1952, being succeeded as a member 
by Dr. Oscar B. Biern, of Huntington. 
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WISCONSIN 

Orthopedic Field Clinics.—The Bureau for Handicapped Chil- 
dren, State Department of Public Instruction, has scheduled the 
following orthopedic field clinics for September: Manitowoc, 
Sept. 1 to 2; Marinette, Sept. 8; Kenosha, Sept. 15 to 16; Green 
Bay, Sept. 23 to 24; Superior, Sept. 29 to 30. The clinics are 
conducted for persons under 21 years of age who come within 
the state’s definition of a crippled child. It is preferred that 
referral be made by the family physician, but when this is not 
feasible, arrangements may be made by writing to the bureau. 
Forms for the purpose of referral should be requested from 
the bureau in advance of the clinic date. Inquiries may be ad- 
dressed to the Bureau for Handicapped Children, 146 North, 
State Capitol, Madison 2. 


GENERAL 

New Publisher for Old Periodicals—The Williams & Wilkins 
Company, Baltimore, announce that they have taken over pub- 
lication of three old, established periodicals: The Journal of 
Nervous and Mental Disease, The Psychoanalytic Review, and 
the Journal of Criminal Law, Criminology and Police Science. 


Fellowship in Proctology—The International Academy of 
Proctology announces the establishment of a teaching and re- 
search fellowship in proctology under the direction of Dr. 
Marcus D. Kogel, dean of the newly formed Albert Einstein 
College of Medicine, New York City, which is scheduled to 
admit its first class in September, 1955. The academy has voted 
a $1,000 annual grant for each of three years. 


Award in Orthopedic Surgery.—-A prize of $1,000, donated by 
the Kappa Delta sorority, is offered annually by the American 
Academy of Orthopaedic Surgeons for the best research related 
to orthopedic surgery and performed by an American citizen 
in the United States. Selection for the current year will be made 
from publications after Jan. 1, 1952, or research presented to 
the committee on scientific investigation of the American Acad- 
emy of Orthopaedic Surgeons before Nov. 1, 1954. Researchers 
interested in competing may secure information from the chair- 
man of the committee, Dr. Donald E. King, 2361 Clay St., San 
Francisco 15. 


Veterinary Medical Association—The American Veterinary 
Medical Association will hold its annual meeting at the Olympic 
Hotel, Seattle, Aug. 23 to 26, under the presidency of Brig. 
General James A. McCallam (Ret.), V.M.D., Washington, D. C. 
Physicians participating in the program include: 
Samuel B. Osgood, Portland, Ore., and Willard J. Stone, Salem, Ore.: 
Recent Outbreaks of Trichinosis in Man in Oregon. 
Carl L. Larson, Hamilton, Mont.: Integration of the Public Health 
Veterinarian into a Public Health Program. 
Hilary Koprowski and Robert L. Burkhart, V.M.D., Pearl River, N. Y.: 
Newer Knowledge Concerning Rabies. 
A motion picture on rabies in Canada will be shown Tuesday 
at 1:30 p. m. 


Journal of Clinical Chemistry —The American Association of 
Clinical Chemists will begin publication of its official journal, 
Clinical Chemistry, in January, 1955. Designed to serve the 
clinical laboratory worker, the new journal will be devoted to 
publication of original articles on all aspects of clinical chemis- 
try. It will also supply a central abstract service covering the 
field. Papers submitted for publication should be addressed to 
Harold D. Appleton, Editor, Clinical Chemistry, Box 123, Lenox 
Hill Station, New York 21. The journal will be published bi- 
monthly by Paul B. Hoeber, Inc., 49 E. 33rd St., New York 16. 
The subscription price will be $8 a year in the United States and 
countries of the Pan-American Union, $8.50 in Canada, and $9 
elsewhere. 


Markle Foundation Grants.—The John and Mary R. Markle 
Foundation, 511 Fifth Ave., New York, announces that it will 
continue for the eighth year its program of five-year grants for 
scholars in medical science. The purpose is to offer academic 
security and financial help to medical school faculty members 
at the start of their careers in academic medicine. Since the 
program began in 1948, the fund has appropriated a total of 
$3,950,000 toward the support of 136 doctors in 59 medical 
schools. In 1954 25 men were chosen, the largest number for 
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any year. The five-year grants are made at the rate of $6,000 
annually to the medical school where the scholar will teach and 
conduct research. Each medical school is invited to nominate 
one candidate on or before Dec. 1. A publication outlining the 
plan is available on request from the foundation. 


Grants for Scholars in Cancer Research.—Applications for 
grants for scholars in cancer research are being accepted by 
the committee on growth, National Research Council, acting 
for the American Cancer Society. These awards are designed 
to bridge the gap between the completion of fellowship training 
and the period when the young scientist has thoroughly demon- 
strated his competence as an independent investigator. A grant 
of $18,000, payable over three years, will be made to each 
scholar’s institution as a contribution toward his support, his 
research, or both. Each institution may submit more than one 
application. These grants are not restricted to the support of 
persons who have held American Cancer Society fellowships. 
Applications should be submitted by institutions on behalf of 
a candidate before Jan. 1, 1955. Application blanks and addi- 
tional information may be obtained from the Executive Secretary, 
Committee on Growth, National Research Council, 2101 Con- 
stitution Ave., N. W., Washington 25, D. C. 


Meeting of Dermatologists.—The Pacific Dermatological Society 
will hold its annual meeting at the Broadmoor Hotel, Colorado 
Springs, Colo., Sept. 2 to 4. The presidential address will be 
delivered by Dr. Stephen T. Parker, Seattle, at 9 a. m. Thursday, 
after which Dr. Louis A. Brunsting, Rochester, Minn., will dis- 
cuss “Light Sensitive Dermatoses and Their Management,” and 
Dr. Clarence S. Livingood, Detroit, will present “Tissue Culture 
and Its Relation to the Future of Dermatology.” At 2 p. m. 
there will be a clinical meeting with case presentations. Reception 
by the Rocky Mountain Dermatological Society will precede 
dinner. Dr. Frederick D. Weidman, Philadelphia, will be guest 
moderator for a clinical pathological conference Friday at 9 
a. m., at which Drs. Brunsting and Livingood and Zola K. 
Cooper, Ph.D., St. Louis, will serve as guest discussants. The 
afternoon will be devoted to sight-seeing trips and the evening 
to the annual banquet. The following program will be presented 
Saturday morning: 


Bacteriology and Bacterial Infections of the Skin, Clarence S. Livingood, 
Detroit. 

A Rare Blistering Dermatosis of the Face, Louis Brunsting, Rochester, 
Minn. 

Zoo Tales, Being a Dermatologist’s, Frederick D. Weidman, Philadelphia. 

Hirsutism in the Female, H. Dalton Jenkins, Denver. 


Obstetricians, Gynecologists, and Abdominal Surgeons.—The 
American Association of Obstetricians, Gynecologists, and 
Abdominal Surgeons will hold its 65th annual meeting at The 
Homestead, Hot Springs, Va., Sept. 9 to 11, under the presidency 
of Dr. Herbert E. Schmitz, Chicago. Speakers by invitation 
include: 
Charles H. Mauzy, Winston-Salem, N. C.: Toxemia of Pregnancy— 
Termination and Fetal Salvage of Infants over 750 Grams. 
Janet E. Towne, Chicago: Carcinoma of the Cervix in the Celibate 
Woman. 
Robert B. Wilson, Rochester, Minn.: Habitual Abortion: Hormonal 
Physiology and a Suggested Endocrine Treatment for Selected Patients. 
Locke L. Mackenzie, New York: Cytology of Early Squamous Cell 
Carcinoma of the Cervix. 
The Joseph Price oration will be delivered Thursday at 8:30 
p. m. by Prof. J. Heyman, Stockholm, Sweden. Thursday at 
4 p. m. “The Abdominal Extensive Hysterectomy with Pelvic 
Lymphadenectomy for Carcinoma of the Cervix Uteri,” a 
motion picture, will be presented by Dr. Hideo Yagi, University 
Medical School of Okayama, Okayama, Japan. The presidential 
address will be delivered at 12 noon on Friday. The Very 
Reverend James T. Hussey, S.J., president, Loyola University, 
Chicago, will be banquet speaker Friday at 7:30 p. m. 


Fellowships in Preventive Medicine.—The National Foundation 
for Infantile Paralysis offers a limited number of senior fellow- 
ships to physicians interested in study and research in the teach- 
ing of preventive medicine. The study may be undertaken at an 
approved school of public health or in a department of pre- 
ventive medicine of an approved medical school. Fellowships, 
awarded for one or more years, with stipends ranging from 
$4,500 to $7,000 a year, depending on marital status and number 
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of dependents, will be awarded only to graduate physicians in 
good health who are United States citizens or applicants for 
citizenship, have completed at least one year of internship in 
an approved hospital, and have had not less than two years of 
additional training and experience, including some teaching re- 
sponsibility, in a specialty related to preventive medicine. Can- 
didates are selected on a competitive basis by the clinical fellow- 
ship committee of the National Foundation for Infantile 
Paralysis. Each recipient of a fellowship must have the intention 
of teaching preventive medicine in the United States or its ter- 
ritories after completing his studies. Fellowship applications 
are accepted any time during the year but are activated only after 
committee action. Applications received by Sept. 1 are considered 
about Nov. 1; those received by Dec. 1 are considered about 
Feb. 1; and those received by March 1 are considered on or 
about May |. For information address the National Foundation 
for Infantile Paralysis, Division of Professional Education, 120 
Broadway, New York 5. 


Surgeons’ Meeting in Chicago.—The United States and Canadian 
sections of the International College of Surgeons will hold the 
19th annual congress at the Palmer House, Chicago, Sept. 7 
to 10. Dr. Raymond W. McNealy, Chicago, will be the general 
chairman of the congress, and Drs. Lyon H. Appleby, Van- 
couver, B. C., Canada, and Karl A. Meyer, Chicago, will serve 
as co-chairmen. Dr. William Randolph Lovelace, Albuquerque, 
N. Mex., is president of the United States section and Dr. 
Appleby of the Canadian section. Dr. Arnold S. Jackson, Madi- 
son, Wis., incoming president of the United States section, will 
preside at the general assembly Tuesday morning. Dr. Alfred A. 
Strauss, Chicago, will preside at the symposium on cancer of the 
lung Wednesday, 8 to 10 p. m., with Dr. Harry A. Oberhelman, 
Chicago, as moderator. The dedication banquet of the Inter- 
national Surgeons’ Hall of Fame of the International College of 
Surgeons Thursday at 7 p. m. will be preceded by a social hour. 
Speakers at the banquet will be His Excellency V. K. Krishna 
Menon, chairman, India Delegations to United Nations General 
Assembly and Trusteeship Council and a member of Parliament 
of India, and Dr. Austin Smith, Chicago, Editor of THE JOURNAL. 
The Herbert Acuff Memorial lecture, “Stress in Surgery,” will 
be delivered Friday at 11:10 a. m. by Dr. Hans Selye, Montreal, 
Canada. The annual convocation will be held Friday, 7 p. m., 
at the Civic Opera House, where “Can We Win the Cold War?” 
will be the subject of an address by Robert Livingston Johnson, 
LL.D., president, Temple University, Philadelphia. Numerous 
panels have been scheduled for sectional meetings, and there will 
be daily luncheon panel discussions with morning speakers. 


Meetings on Physical Medicine.—The American Society of 
Physical Medicine and Rehabilitation and the American Con- 
gress of Physical Medicine and Rehabilitation will meet at the 
Hotel Statler, Washington, D. C., Sept. 6 to 11. Dr. Donald L. 
Rose, Kansas City, Kan., is president of the society, which will 
present the following program Tuesday at 2 p. m.: 

Physical Medical Aspects in Third Degree Burns, Charles S. Wise and 

Gordon §S. Letterman, Washington, D. C. 
Psychogenic Rheumatism, Edward W. Lowman, New York. 
The Arthritic Foot: A Method of Taking Weight-Bearing Impressions 
for the Making of Supports, Robert A. Muller, New York. 

The address of welcome will be delivered at the general scientific 
session of the congress Wednesday, 2 p. m., by Dr. Preston A. 
McLendon, president, Medical Society of the District of Colum- 
bia, after which Dr. William Benham Snow, New York, will 
present the presidential address, “The Physiatrist: His Problems, 
Perspective and Prospects.” Thursday at 10:30 a. m. there will 
be a panel on geriatrics with Dr. Michael M. Dacso, New York, 
as moderator and Dr. Leo Dobrin, New York; Dr. Murray B. 
Ferderber, Pittsburgh; and, by invitation, Joseph Novey, M.S.W., 
New York, and Dr. Edward J. Stieglitz, Washington, D. C., as 
participants. The fourth John Stanley Coulter Memorial lecture, 
“The History of the American Congress of Physical Medicine 
and Rehabilitation,” will be delivered by Dr. Walter J. Zeiter, 
Cleveland, Thursday at 2 p. m. On Friday, 3:20 p. m., Dr. 
Donald A. Covalt, New York, will moderate a panel on re- 
habilitation centers, the participants of which will be Dr. Arthur 
C. Jones, Portland, Ore.; Dr. Ralph E. Worden, Columbus, Ohio; 
and, by invitation, William T. Jones, West Orange, N. J., and 
Henry Redkey, M.A., Washington, D. C. 
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Prevalence of Poliomyelitis——According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories anq 
possessions in the weeks ended as indicated: 


July 24, 1954 
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Society News.—The executive committee of the New England 
Society of Anesthesiologists announces the following schedule 
of program meetings: Oct. 1, Hanover, N. H.; Dec. 3, Boston; 
Feb. 4, 1955, New Haven, Conn.; and April 1, 1955, Boston. 
Newly elected officers of the American College of Chest 
Physicians include Dr. William A. Hudson, Detroit, president; 
Dr. James H. Stygall, Indianapolis, president-elect; Dr. Herman 
J. Moersch, Rochester, Minn., first vice-president; Dr. Burgess 
L. Gordon, Philadelphia, second vice-president; Dr. Charles K. 
Petter, Waukegan, IIl., treasurer; and Dr. Albert H. Andrews 
Jr., Chicago, assistant treasurer. The next annual meeting will 
be held in Atlantic City, N. J., June 2 to 5, 1955. The follow- 
ing new officers were elected at the annual meeting of the Ameri- 
can Association of the History of Medicine in New Haven, 
Conn., May 6 to 8: president, Dr. George W. Corner, Baltimore; 
vice-president, Dr. Benjamin Spector, Boston. Dr. Erwin H. 
Ackerknecht, Madison, Wis., Dr. Lewis J. Moorman, Oklahoma 
City, Richard H. Shryock, Ph.D., Baltimore, and Dr. Henry R. 
Viets, Boston, were elected members of the executive committee. 
The William Osler medal for the best student essay submitted 
was awarded to Robert J. T. Joy, Yale University School of 
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Medicine, New Haven, Conn., for his essay, “The Natural 
Bonesetters, with Special Reference to the Sweet Family of 
Rhode Island: A Study of an Early Phase of Orthopedics.” The 
William H. Welch medal was awarded to Martha Teach Gnudi 
and Dr. Jerome Pierce Webster, New York, for their publication: 
“The Life and Times of Gaspare Tagliacozzi, Surgeon of 
Bologna, 1545-1599.” 


FOREIGN 

Medical Section at Utrecht Fair.—An international assortment 
of medical, surgical, and laboratory equipment, including in- 
struments for scientific and industrial laboratories, will be showa 
at the Autumn Fair in Utrecht, Holland, Sept. 7 to 16. The 
exhibit will occupy a new exhibition hall and will represent 229 
exhibitors from 11 countries: the United States, Great Britain, 
Western Germany, Switzerland, France, Belgium, Austria, 
Liechtenstein, Denmark, Sweden, and the Netherlands. 





Congress on Hematology.—The fifth International Congress of 
Hematology will be held at the Sorbonne in Paris, France, Sept. 
6 to 12. The official subjects for discussion are (1) aplasias, 
(2) physiology of leukocytes, (3) thromboplastin and its pro- 
factors, (4) new approaches to the physiopathology of the spleen, 
and (5) immunohematology. Symposiums will be given on (1) 
clinical and therapeutic problems, (2) cytology and experimental 
hematology, (3) hemostasis, and (4) immunohematology. The 
program lists more than 60 participants from the United States. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 

AMERICAN MEDICAL ASSOCIATION PuBLIC RELATIONS INSTITUTE, Drake 
Hotel, Chicago, Sept. 1-2. Mr. Leo E. Brown, 535 N. Dearborn St., 
Chicago 10, Director. 


ACADEMY OF PsyYCHOSOMATIC MEDICINE, New York, Oct. 8-9. Dr. Ethan 
Allan Brown, 75 Bay State Road, Boston 15, Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Palmer House, Chicago, Oct. 4-7. Dr. 
E. H. Christopherson, 610 Church St., Evanston, Ill., Secretary. 

AMERICAN ASSOCIATION OF BLOOD Banks, The Shoreham, Washington, 
D. C., Sept. 13-16. Miss Marjorie Saunders, 3500 Gaston Ave., Dallas 4, 
Texas, Secretary. 

AMERICAN ASSOCIATION OF MEDICAL RECORD LIBRARIANS, Sheraton-Cadillac 
Hotel, Detroit, Oct. 4-8. Miss Doris Gleason, 510 N. Dearborn St., 
Chicago 10, Executive Director. 

AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
SurGEONS, The Homestead, Hot Springs, Va., Sept. 9-11. Dr. Frank R. 
Lock, Bowman Gray School of Medicine, Winston-Salem, N. C., 
Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, Lake Placid Club, 
Lake Placid, N. Y., Oct. 14-16. Dr. Marshall N, Fulton, 124 Waterman 
St., Providence 6, R. I., Secretary. 

AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILITATION, Hotel 
Statler, Washington, D. C., Sept. 6-11. Dr. Walter J. Zeiter, 30 N. 
Michigan Ave., Chicago 2, Executive Director. 

AMERICAN FRACTURE ASSOCIATION, Shamrock Hotel, Houston, Texas, Oct. 
11-14. Dr. H. W. Wellmerling, 626 Griesheim Bldg., Bloomington, IIl., 
Secretary-General. 

AMERICAN HOSPITAL ASSOCIATION, Palmer House, Chicago, Sept. 13-16. 
Dr. E. L. Crosby, 18 East Division St., Chicago 10, Director. 

AMERICAN MEDICAL WRITERS’ ASSOCIATION, Hotel Sherman, Chicago, Sept. 
24. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

AMERICAN OTORHINOLOGIC SOCIETY FOR PLASTIC SURGERY, The Waldorf- 
Astoria, New York, Sept. 19. Dr. Louis J. Feit, 66 Park Ave., New 
York, Secretary. 

AMERICAN PusLic HEALTH ASSOCIATION, Memorial Auditorium, Buffalo, 
N. Y., Oct. 11-15. Dr. Reginald M. Atwater, 1790 Broadway, New 
York 19, SX Executive Secretary. 

AMERICAN ROENTGEN Ray Society, Shoreham Hotel, Washington, D. C., 
Sept. 21-24. Dr. Barton R. Young, Germantown Hospital, Philadelphia 
44, Secretary. 

AMERICAN SOCIETY OF CLINICAL PATHOLOGISTS, Shoreham Hotel, Washing- 
ton, D. C., Sept. 6. Dr. Clyde G. Culbertson, 1040-1232 W. Michigan 
St., Indianapolis, Secretary. 
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AMERICAN VETERINARY MEDICAL ASSOCIATION, Olympic Hotel, Seattle, 
Aug. 23-26. Dr. J. G. Hardenbergh, 600 South Michigan Blvd., Chi- 
cago 5, Executive Secretary. 

ASSOCIATION OF LIFE INSURANCE MEDICAL DIRECTORS OF AMERICA, Royal 
York Hotel, Toronto, Canada, Oct. 13-15. Dr. Henry B. Kirkland, 
P. O. Box 594, Newark, N. J., Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Hotel Jef- 
ferson, St. Louis, Oct. 6-9. Dr. Harold L. Gainey, Suite 602, 116 S. 
Michigan Ave., Chicago 3, Secretary. 


CLINICAL ORTHOPAEDIC Society, Sheraton Hotel, Chicago, Oct. 7-9. Dr. 
John H. Moe, 825 Nicollet Ave., Minneapolis, Secretary. 

COLLEGE OF AMERICAN PATHOLOGISTS, The Shoreham, Washington, D. C., 
Sept. 12. Dr. Arthur H. Dearing, 203 N. Wabash Ave., Chicago 1, 
Executive Secretary. 

CoLoraDo State Mepicat Society, Broadmoor Hotel, Colorado Springs, 
Sept. 21-24. Mr. Harvey T. Sethman, 835 Republic Building, Denver 
2, Executive Secretary. 

DELAWARE, MEDICAL SociETy OF, Dover, Oct. 11-13. Dr. Norman L, 
Cannon, 1208 Delaware Ave., Wilmington, Executive Secretary. 

INDUSTRIAL HEALTH CONFERENCE (Houston), Shamrock Hotel, Houston, 
Tex., Sept. 23-25. Dr. Sidney Schnur, 411 Medical Arts Bldg., Houston 
2, Tex., Chairman. 

Kansas City SOUTHWEST CLINICAL Society, Kansas City, Mo., Oct. 4-7, 
Dr. Ira C. Layton, 306 E, Twelfth St., Kansas City 6E, Mo., Secretary. 

KENTUCKY STATE MEDICAL ASSOCIATION, Brown Hotel, Louisville, Sept. 
21-23. Dr. Bruce Underwood, 620 S. Third St., Louisville 2, Secretary. 

MICHIGAN STATE MEDICAL Society, Sheraton-Cadillac Hotel, Detroit, Sept. 
29-Oct. 1, Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Secre- 
tary. 

Mississtpp1 VALLEY MepicaL Society, Hotel Sherman, Chicago, Sept. 
22-24. Dr. Harold Swanberg, 510 Maine St., Quincy, IIl., Secretary. 
MONTANA MEDICAL ASSOCIATION, Hotel Finlen, Butte, Sept. 16-19. Mr. 

L. R. Hegland, 1236 N. 28th St., Billings, Executive Secretary, 

NATIONAL PROCTOLOGIC ASSOCIATION, Congress Hotel, Chicago, Oct. 7-9, 
Dr. George E. Mueller, 59 E. Madison St., Chicago 2, Executive Sec- 
retary. 

New HAMPSHIRE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
Oct. 3-5. Dr. W. H. Butterfield, 18 School St., Concord, Secretary. 

OrEGON STATE MEDICAL Society, Heathman Hotel, Portland, Oct. 13-16, 
Dr. Charles E. Littlehales, 1115 S. W. Taylor St., Portland 5, Executive 
Secretary. 

PaciFic DERMATOLOGIC ASSOCIATION, Broadmoor Hotel, Colorado Springs, 
Colo., Sept. 2-4. Dr. Ben A. Newman, 436 N. Roxbury Drive, Beverly 
Hills, Calif., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Bismarck, N. D., Sept. 11. Dr. Robert B. Radl, 221 Fifth St., Bis- 
maick, N. D., Governor. 

Indianapolis, Claypool Hotel, Oct. 9. Dr. Wendell A. Shullenberger, 
3740 Central Ave., Indianapolis, Chairman. 

Southeastern, Edgewater Guif Hotel, Edgewater Park, Miss., Oct. 15-16, 
Dr. E. Dice Lineberry, 1529 N. 25th St., Birmingham 4, Ala., 
Governor. 

SOUTHWESTERN SURGICAL ConGrREss, Skirvin Hotel, Oklahoma City, Sept. 
20-22. Dr. C. R. Rountree, 1227 Classen Drive, Oklahoma City 3, 
Secretary. 

THE CONSTANTINIAN SociETy, The Broadmoor, Colorado Springs, Colo., 
Sept. 26-29. Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, Secre- 
tary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Chicago, Sept. 7-10, 
Dr. Karl Meyer, 1516 Lake Shore Dr., Chicago, Secretary. 

VERMONT STATE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
N. H., Oct. 3-5. Dr. James P. Hammond, 337 South St., Bennington, 
Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Davenport Hotel, Spokane, 
Sept. 18-22. Dr. Bruce Zimmerman, 1309 Seventh Ave., Seattle 1, 
Secretary. 

WESTERN ASSOCIATION OF RAILWAY SuRGEONS, Sun Valley, Idaho, Sept. 
23-25. Dr. Leo L. Stanley, 1322 Fifth Ave., San Rafael, Calif., 
Secretary. 

WISCONSIN, STATE MEDICAL SociETy OF, Hotel Schroeder, Milwaukee, Oct. 
5-7. Mr. Charles H. Crownhart, 704 E. Gorham St., Madison 3, Secre- 
tary. 


FOREIGN AND INTERNATIONAL 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
NEss, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 avenue Mirmot, Geneva, Switzerland, Secretary-General. 


CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Cambridge, 
England, July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., 
London, W.1, England, Executive Secretary General. 
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CONGRESS OF INTERNATIONAL SOCIETY OF MEDICAL HyproLocy, Vichy, 
Paris, and Enghien, France, Sept. 24-27, 1954. For information write: 
Dr. Giulio Ammirandoli, Via Della Torretta 11, Montecatini Terme, 
Italy. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Ill, U. S. A,, 
Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH Society, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954, For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, University of Pitts- 
burgh, Schools of the Health Profession, Pittsburgh 13, Pa., U. S. A., 
Chairman, Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE History OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HypaTip Disease, Madrid, Spain, Sept. 25-30, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary-General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-Genera!. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Luxem- 
burg, Luxemburg, Nov. 7-12, 1954. Colonel A. R. Vernengo, Direcion 
General de Sanidad Militar, Pozos 2045, Buenos Aires, Argentina, S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
13-17, 1954. Dr. M. van Eekelen, Centraal Instituut voor Voedingsonder- 
zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL FEDERATION OF MEDICAL STUDENT ASSOCIATIONS, Rome, 
Italy, Oct. 1-5, 1954. Mr. Jorgen Falck Larsen, 12, Kristianiagade, 
Copenhagen Q@, Denmark, Generai Secretary. 

INTERNATIONAL HospiTaL CONGRESS, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BioLoGy, Leiden, Netherlands, Sept. 1-8, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, 
U. S. A., Secretary-General. 

JAPAN MeEpDIcAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. 

LATIN AMERICAN CONGRESS OF ANESTHESIOLOGY, Sao Paulo, Brazil, S. A., 
Sept. 12-18, 1954. Dr. Zairo E. G. Vieira, Praca Floriano, 55-7°, And., 
Rio de Janeiro, Brazil, S. A., Secretario. 

LATIN AMERICAN CONGRESS OF PHysICAL MEDICINE, Lima, Peru, S. A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 71st St., New 
York 21, N. Y., U. S. A., Executive Director. 

MEDICAL JOURNALISM MEETING, Exposition Universelle Romaine, Rome, 
Italy, Sept. 30, 1954. Dr. H. Clegg, B.M.A. House, Tavistock Square, 
London W.C.1, England, Secretary. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24,N Y., U. S. A., President. 

Pan AMERICAN HOMEOPATHIC Mepicat CoNnGress, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 

PaNn-PaciFic SuRGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bidg., Honolulu 13, Hawaii, Director 
General. 


J.A.M.A., Aug. 21, 1954 


WortD COoNGREss OF CarDIoLocy, Washington, D. C., U. S. A., Sept, 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. Y., 
U. S. A., Secretary-General. 

WorLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE op 
CriPPLEs, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Muss H. P. Post, Pieter Lastmarkade 37, Amsterdam: Z, 
Netherlands. 

WortD MEDICAL AssociaTION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A. 
Secretary-General, ; 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS: Parts I and II. Held in approved 
medical schools where there are five or more candidates. Dates: 
Sept. 7-8 (Part I only). Candidates may file examinations at any 
time but the National Board must receive them at least six weeks before 
the date of the examination they wish to take. New candidates should 
apply by formal registration; registered candidates should notify the 
board by letter. Sec., Dr. John P. Hubbard, 133 S. 36th St., Phila- 
deiphia 4. 


BOARDS OF MEDICAL EXAMINERS 

ArIzonA:* Examination and Reciprocity. Phoenix, Oct. 13-15, Jan, 12-14, 
1955 and April 13-15, 1955. Ex. Sec., Mr. Robert Carpenter, 401 Security 
Bidg., Phoenix. 

CALIFORNIA: Written. San Diego, Aug. 23-26; Sacramento, Oct. 18-21. Oral. 
San Diego, Aug. 21; Los Angeles, Nov. 20. Oral and Clinical Examina- 
tion for Foreign Medical School Graduates. Sec., Dr. Louis E. Jones, 
1020 N Street, Sacramento. 

ILtNnoIs: Examination and Reciprocity. Chicago, Oct. 5-7. Supt. of Regis- 
tration, Mr. Frederic B. Selcke, Capitol Bldg., Springfield. 

MINNESOTA:* Examination and Reciprocity. Minneapolis, Oct. 19-21. Sec., 
Dr. E. M. Jones, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Montana: Examination and Reciprocity. Helena, Oct. 4. Sec., Dr. S. A. 
Cooney, 214 Power Block, Helena. 

NEw HAMPSHIRE: Examination and Reciprocity. Concord, Sept. 8-9. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 

New Mexico:* Examination and Reciprocity. Santa Fe, Oct. 11-12. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

Oun10: Examination. Columbus, Dec. 13-15. Reciprocity, Columbus, August 
30 and Oct. 4. Sec.. Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 

OrREGON:* Examination and Reciprocity. Portland, Oct. 14-16. Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Building, Portland 4. 

TENNESSEE:* Examination. Memphis, Sept. 29-30. Sec., Dr. H. W. Qualls, 
1635 Exchange Bidg., Memphis. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 2-4. Sec., Dr. 
M. H. Crabb, 1714 Medical Arts Bidg., Fort Worth 2. 

ALASKA:* On applicat.on. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: The Comm'ss'on on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. Benedict Cooper, Agana. 
Puerto Rico: Examination. San Juan, Sept. 7-11. Sec., Dr. Joaquin 

Mercado Cruz, Box 9156, Santurce. 

Wisconsin:* Reciprocity. Madison, Oct. 15. Sec., Dr. Thomas W. Tormey, 

Room 1140, State Office Bldg., Madison 2. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALAsKa: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

ARKANSAS: Examination. Little Rock, Oct. 5-6. Sec., Dr. Louis E. Gebauer, 
1002 Donaghey Bldg., Little Rock. 

CoLorapo: Examination. Denver, Sept. 8-9. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

MIcHIGAN: Examination. Detroit and Ann Arbor, Oct. 8-9, Sec., Mrs. 
Anne Baker, Mason Bldg., Lansing 2. 

NEBRASKA: Examination. Omaha, Oct. 5-6. Director, Mr. Husted K. 
Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

OKLAHOMA: Examination. Oklahoma City, August 27-28. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OrEGON: Examination. Portland, Sept. 11 and Dec. 4. Sec., Mr. Charles D. 
Byrne, State Board of Higher Education, Eugene. 

Ruope IsLanp: Examination. Providence, August 31. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bidg., 
Providence. 

TENNESSEE: Examination. Memphis, Sept. 20-21. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis 3. 

Texas: Examination. October. Location to be determined by the number 
of applications from each section of the state. Sec., Brother Raphael 
Wilson, 407 Perry-Brooks Blidg., Austin. 

WISCONSIN: Examination. Madison, Sept. 24. Milwaukee, Dec. 4, Sec., 
Mr. W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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DEATHS 


Simmons, James Stevens © Brigadier General, U. S. Army, re- 
tired, dean and professor of public health, Harvard School of 
Public Health, Boston, died July 31, aged 64, in a Hartford, 
Conn., hospital while en route to Boston from a vacation in 
North Carolina. Dr. Simmons graduated from Davidson (N. C.) 
College in 1911 and received his degree in medicine from the 
University of Pennsylvania School of Medicine, Philadelphia, in 
1915. In the same year he became resident physician at the 
University of Pennsylvania Hospital. He was commissioned in 
1917 in the regular Army medical corps and graduated from 
the Army Medical School in 1917. In 1920 he commanded the 
Hawaiian Department laboratories, and then served in the labora- 
tories of Fitzsimons General Hospital, Denver, and four years 
at the Army Medical School as assistant director of laboratories 
and as chief of the bacteriological department. In the Philippines 
he was president of the Army Medical Department Research 
Board and did research on dengue fever and malaria. He became 
chief of the bacteriology department at the Army Medical School 
and in 1932 also became director of the preventive medicine 
department. In 1934-1935 Dr. Simmons was president of the 
Army Medical Research Board in the Canal Zone. Among other 
honors, he was awarded the Sedgwick Memorial medal of the 
American Public Health Association, the United States of 
America Typhus Commission medal, the Walter Reed medal 
of the American Society of Tropical Medicine, and the Army 
Distinguished Service medal. General Simmons also served as 
a visiting professorial lecturer in preventive medicine and public 
health on the medical faculties of Yale, Johns Hopkins, and 
George Washington universities and the University of Michigan 
School of Public Health. From 1933 to 1939 he was a member 
of the National Board of Medical Examiners and the Armed 
Forces Epidemiological Board. He was chief of the preventive 
medicine service in the Surgeon General's office from 1940 to 
1946. On retiring from the Army after 30 years of service, he 
became dean of the Harvard School of Public Health in Boston. 
For 10 years Dr. Simmons was a member of the Council 
on Industrial Health of the American Medical Association. He 
was a past president of the American Society of Tropical Medi- 
cine, National Malaria Committee, and the Medical Association 
of the Isthmian Canal Zone and a member of the Association 
of American Physicians, American Association of Pathologists 
and Bacteriologists, American Foundation for Tropical Medi- 
cine, Industrial Medical Association, Society of Experimental 
Biology and Medicine, Washington Academy of Sciences, and 
the American College of Physicians. He received a Ph.D. degree 
from George Washington University School of Medicine in 
1934 and the degree of doctor of public health from Harvard 
School of Public Health in 1939. Davidson College awarded 
him the doctor of science degree in 1937. The same degree was 
bestowed by Duke University, the University of Pennsylvania, 
Marquette University School of Medicine, University of North 
Carolina, and Harvard. He was the joint author of “Global 
Epidemiology” and editor of “Public Health in the World To- 
day.” From 1924 to 1926 he was acting editor in chief of 
Abstracts of Bacteriology, from 1926 to 1948 editor of the 
section, Medical Bacteriology, in Biological Abstracts, and from 
1929 to 1930 assistant editor of the Philippine Journal of 
Science. 


Cornell, Virgil Heath, Colonel, U. S. Army, retired, Washington, 
D. C.; born in Brooklyn Nov. 29, 1890; Long Island College 
Hospital, Brooklyn, N. Y., 1913; served as assistant physician 
and pathologist at the Essex County Hospital, Cedar Grove, 
N. J.; entered the medical corps, U. S. Army, in 1918 and 
among other assignments was chief of laboratory service, Ancon 
Hospital, Canal Zone, Letterman General Hospital, San Fran- 
cisco, and Walter Reed Army Hospital, Washington, D. C.; 
from 1933 to 1935 curator, Army Medical Museum, now the 
Armed Forces Institute of Pathology; during World War Il 





@ Indicates Member of the American Medical Association. 


served as commanding officer of the 15th medical general labora- 
tory; director of the Caribbean Area Laboratory from 1941 to 
1943; retired from the military service Aug. 31, 1950, and entered 
private practice; professor of pathology at George Washington 
University School of Medicine; specialist certified by the Ameri- 
can Board of Pathology and the American Board of Preventive 
Medicine; formerly secretary of the Washington Society of 
Pathologists; member of the American Association of Patholo- 
gists and Bacteriologists, American Society of Tropical Medicine, 
American Public Health Association, International Association 
of Medical Museums, of which he was president and vice-presi- 
dent, and local medical societies of the District of Columbia and 
Alexandria, Va.; fellow of the American College of Physicians 
and the College of American Pathologists; pathologist at the 
Washington Sanitarium and Hospital in Takoma Park, Md.; was 
awarded the Legion of Merit for meritorious service in World 
War II and the Sternberg medal in 1921; author of numerous 
medical articles; in 1943 received the degree of doctor of public 
health from Harvard; died suddenly June 3, aged 63, of acute 
coronary occlusion. 


Henderson, Melvin Starkey © Rochester, Minn.; born in St. Paul 
Feb. 18, 1883; M.B., University of Toronto Faculty of Medicine, 
Toronto, Canada, 1906, and M.D., 1914; professor of orthopedic 
surgery at the University of Minnesota Graduate School; in 
1925 member of the House of Delegates of the American Medical 
Association; served as member and chairman of the American 
Board of Orthopaedic Surgery; past president of the Minnesota 
State Medical Association, American Orthopaedic Association, 
Clinical Orthopaedic Society, and the American Academy of 
Orthopaedic Surgeons; member of the Western Surgical Associ- 
ation and the American Association for the Surgery of Trauma; 
fellow of the American College of Surgeons; corresponding 
member of the Argentine Society of Orthopedic Surgery; 
founder of the orthopedic surgery section of the Mayo Clinic; 
on the staffs of the Colonial Hospital and St. Mary’s Hospital; 
died June 17, aged 71, of coronary sclerosis. 


Ockerblad, Nelse Frederick © Kansas City, Mo.; born in Staten 
Island, N. Y., in 1881; University of Kansas School of Medicine, 
Kansas City, 1916; joined the faculty of his alma mater as an 
assistant professor of surgery in 1920, serving in this capacity 
until 1926, associate clinical professor of surgery from 1926 
to 1936, and clinical professor of surgery from 1936 to 1953, 
when he became emeritus clinical professor of surgery; specialist 
certified by the American Board of Urology; vice-chairman, 
Section on Urology, American Medical Association, 1936-1937; 
member of the American Urological Association; fellow of the 
American College of Surgeons; affiliated with University of 
Kansas Medical Center, Kansas City, and St. Luke’s Hospital; 
died May 23, aged 72, of carcinoma of the pancreas. 


Koff, Arthur Karl @ Chicago; born in Gouverneur, N. Y., 
Dec. 25, 1905; McGill University Faculty of Medicine, Montreal, 


- Canada, 1928; specialist certified by the American Board of 


Obstetrics and Gynecology; member of the Central Association 
of Obstetricians and Gynecologists, which in 1937 awarded him 
and Dr. Morris Edward Davis its annual prize of $100 for their 
paper entitled “The Experimental Production of Ovulation in 
the Human”; fellow of the American College of Surgeons; for- 
merly instructor of obstetrics and gynecology, division of bio- 
logical sciences, University of Chicago; staff member of the 
Chicago Lying-In Hospital; chairman of the division of obstetrics 
and gynecolggy at Michael Reese Hospital; died June 28, aged 
50, of coronary thrombosis and hypertension. 

Page, Henry ® Colonel, U. S. Army, retired, Baltimore; born 
in Princess Anne, Md., Sept. 1, 1870; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1894; entered the 
regular Army in 1887; veteran of the Spanish-American War 
and World War I; promoted to colonel May 15, 1917; com- 
manded many military hospitals before retirement May 9, 1921, 
for disability in line of duty; fellow of the American College 
of Surgeons; formerly dean at the University of Cincinnati Col- 
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lege of Medicine; from 1921 to 1925 chairman directing the 
medical staff at the Cincinnati General Hospital; surgeon, U. S. 
Fidelity and Guaranty Company in Texas from 1928 to 1934; 
received an honorary doctor of public health degree from the 
University of Pennsylvania in 1918; died May 25, aged 83, of 
carcinoma of the prostate. 


Ashford, Mahlon @ Colonel, U. S. Army, retired, Washington, 
D. C.; born in Washington, March 24, 1881; Georgetown 
University School of Medicine, Washington, 1904; U. S. Army 
Medical School, 1908; U. S. Army War College, 1925; commis- 
sioned a first lieutenant in the medical corps of the U. S. Army 
in 1908; advanced through the grades to colonel, 1934; chief 
surgeon Panama Department 1935-1936; retired Aug. 31, 1936; 
fellow of the American College of Surgeons and the American 
College of Physicians; formerly executive secretary of the com- 
mittee on medical education of New York Academy of Medicine, 
editor of the bulletin, and secretary of a board of directors direct- 
ing its publication; died June 5, aged 73, of coronary occlusion. 


Sprowl, Frederic Good ® Spokane, Wash.; born in Warren, Ind., 
in 1885; University of Pennsylvania School of Medicine, Phila- 
delphia, 1910; specialist certified by the American Board of 
Otolaryngology; member of the American Laryngological, 
Rhinological and Otological Society and the Pacific Coast Oto- 
Ophthalmological Society, of which he was past president; fellow 
of the American College of Surgeons; formerly member of the 
state examining board; served in France during World War I; 
a member of the advisory board, Spokane and Eastern branch 
of the Seattle-First National Bank; on the staffs of the Deaconess 
Hospital and the Sacred Heart Hospital, where he died May 7, 
aged 68, of arteriosclerosis. 


Blakeslee, George Arthur ® New York City; born in 1879; 
University and Bellevue Hospital Medical College, New York, 
1901; formerly on the faculty of the New York Post Graduate 
Medical School and Hospital, Columbia University; director of 
the department of neurology, Columbia University; member of 
the American Neurological Association, Association for Re- 
search in Nervous and Mental Diseases, and the Industrial 
Medical Association; served during World War I; for 25 years 
director of clinical neurology and psychiatry at Beekman Down- 
town Hospital; on the staff of St. Francis, St. Elizabeth’s, and 
Jamaica (N. Y.) hospitals; affiliated with Vanderbilt Clinic; died 
June 10, aged 74. 


Oliphant, Jacob Thomas © Farmersburg, Ind.; born in Buena 
Vista, Ind., April 2, 1880; Medical College of Indiana, Indian- 
apolis, 1905; appointed a member of the state board of health 
in 1945, serving as chairman from 1949 to 1953; in 1952 the 
professional library at the state board of health in Indianapolis 
was named the Jacob T. Oliphant Library in recognition of 
“his many outstanding contributions to the advancement of 
health in Indiana”; past president of the Indiana State Medical 
Association and the Indiana State Board of Medical Registra- 
tion and Examination; served during World War I; on the staff 
of Mary Sherman Hospita!, Sullivan; died May 16, aged 74, 
of heart disease. 


McGill, Earl Duane © Mesa, Ariz.; born in Grand Blanc, Mich., 
July 15, 1872; Colorado School of Medicine, Boulder, 1897; 
member of the Colorado State Medical Society; past -president 
and secretary of the Denver City and County Medical Society; 
active in medical legislation in Colorado, serving in the legis- 
lature in 1903; coroner and health officer in Yuma County, 
Colo., from 1898 to 1904; assistant health officer, Arapahoe 
County, and health officer of Wray, Colo., from 1900 to 1904; 
medical inspector for the state board of health of Colorado in 
1905; examiner for the U. S. Pension Board from 1923 to 1925; 
died in Southside Hospital May 3, aged 81, of coronary 
thrombosis. 


Van Loon, Arthur Burton ® Albany, N. Y.; born Dec. 23, 1868; 
Albany Medical College, 1891; New York Homeopathic Medical 
College and Hospital, New York, 1892; member of the Industrial 
Medical Association; fellow of the American College of Sur- 
geons; secretary of the medical grievance committee of the State 
Board of Regents from 1929 to 1940 and chairman of the com- 
mittee from 1941 to 1943; at one time secretary of the state board 
of medical examiners; from 1897 to 1942 attending surgeon at 
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Memorial Hospital, where he was chairman of the training 
school committee, and member of the hospital board of direc. 
tors; died May 8, aged 85, of pneumonia. 


Marten, M. Edward ® Brooklyn, N. Y.; born in 1889; University 
and Bellevue Hospital Medical College, New York, 1916; spe- 
cialist certified by the American Board of Pathology; member 
of the College of American Pathologists and the American Sogi- 
ety of Clinical Pathologists; in 1926 named deputy chief medica] 
examiner in charge of Brooklyn and Queens; director of pathol- 
ogy at Wyckoff Heights Hospital; consulting pathologist at 
Samaritan, St. Catherine’s, and Evangelical Deaconess hospitals; 
co-author of “The Doctor Looks at Murder”; died in the Long 
Island College Hospital June 20, aged 65, of acute coronary 
occlusion. 


Johnson, Henry Russell ® Fairmont, W. Va.; born in McKells 
Mills, W. Va., May 28, 1866; University of Maryland School of 
Medicine, Baltimore, 1892; an Associate Fellow of the American 
Medical Association; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the American 
College of Surgeons; first president of the Marion County 
Medical Society, of which he was secretary; in 1920 president 
of the West Virginia State Medical Association; on the staff of 
the Fairmont General Hospital; died in the Fairmont Emergency 
Hospital June 22, aged 88, of coronary thrombosis. 


Ahrens, Edward Guy, Memphis, Tenn.; born in Davenport, 
Iowa, June 26, 1881; Bennett Medical College, Chicago, 1911; 
at one time medical director of the Decatur and Macon County 
Hospital in Decatur, Ill., Oakland County Tuberculosis San- 
atorium in Pontiac, Mich., and Buena Vista Sanatorium in 
Wabash, Minn.; for many years served at Veterans Admin- 
istration hospitals in Illinois, Maine, and Arkansas; for a short 
time worked with the Memphis and Shelby County Health 
Department; died May 4, aged 72, of cerebral arteriosclerosis 
and arteriosclerotic heart disease. 


Hoyt, Lee Turner @ Roseville, Ill.; born in Good Hope, IIl., 
Nov. 25, 1895; Rush Medical College, Chicago, 1921; president 
of the Warren County Tuberculosis Association and chairman 
of the Warren County chapter of the National Foundation for 
Infantile Paralysis; held a commission as major in the 6th 
Infantry Regiment of the Illinois Reserve Militia; member and 
past president of the staff of Monmouth (IIl.) Hospital; had 
hospital privileges in Macomb and Galesburg and in Burlington, 
Iowa; served as director of the Raritan State Bank; died June 16, 
aged 58, of coronary thrombosis. 


Wright, Frederick Starr ® Colonel, U. S. Army, retired, Ashe- 
ville, N. C.; Columbia University College of Physicians and 
Surgeons, New York, 1906; entered the regular Army in July, 
1909; promoted to colonel June 24, 1935; retired Oct. 31, 1942; 
returned to active duty from Nov. 1, 1942, to Aug. 31, 1945; 
specialist certified by the American Board of Surgery; fellow 
of the American College of Surgeons; died in the Swannanoa 
division of Veterans Administration Hospital, Oteen, May 11, 
aged 75, of carcinoma of the stomach with metastasis to the 
liver. 


Albright, Samuel Lee, Belmont, N. C.; Georgetown University 
School of Medicine, Washington, D. C., 1934; died in Colorado 
Springs, Colo., May 13, aged 42, of cerebral hemorrhage. 


Anderson, William Connelly ® Kansas City, Mo.; University 
Medical College of Kansas City, 1907; died in Topeka June 15, 
aged 79, of aneurysm of the heart. 


Blevins, David Lester, Idaho Falls, Idaho; Ensworth Medical 
College, St. Joseph, Mo., 1899; served during World War I; died 
in Sacred Heart Hospital May 17, aged 79, of cerebral hemor- 
rhage. 


Blumenthal, Ernest Joseph ® Kew Gardens, N. Y.; Friedrich- 
Wilhelms-Universitat Medizinische Fakultaét, Berlin, Prussia, 
Germany, 1922; on the staff of Jamaica (N. Y.) Hospital, where 
he died June 8, aged 56, of coronary disease. 


Cameron, James Malcolm ® Corpus Christi, Texas; University 
of Toronto Faculty of Medicine, Toronto, Canada, 1925; died 
in Spohn Hospital April 25, aged 52, of heart disease. 
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Capecelatro, Sante C., New Haven, Conn.; Regia Universita di 
Napoli Facolta di Medicina e Chirurgia, Italy, 1920; on the 
courtesy staff of the Hospital of St. Raphael, where he died 
May 16, aged 63, of carcinoma of the lung. 


Comer, Jonathan E. ® Mooresville, Ind.; Medical College of 
Indiana, Indianapolis, 1904; founder of the Comer’s Sanitarium; 
died April 25, aged 78, of uremia. 


Curtiss, Carlton Clarence ® Syracuse, N. Y.; Syracuse University 
College of Medicine, 1915; on the staffs of the Hospital of the 
Good Shepherd and Crouse-Irving Hospital; died May 20, aged 
63, of coronary thrombosis. 


Dunn, Rose M. ® Franklin, Pa.; Woman’s Medical College of 
Pennsylvania, Philadelphia, 1895; died in the Franklin Hospital 
March 25, aged 88, of aneurysm of the aorta. 


Hightower, George David ® Webb, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1903; member of the American 
Academy of General Practice; served as health officer of Talla- 
hatchie County for many years; charter member and past presi- 
dent of Webb Lions Club; died June 26, aged 77, of coronary 
thrombosis. 


Hubbard, Roger Everett, Fort Pierce, Fla.; Tufts College Medical 
School, Boston, 1924; served during World War I; died in Beth 
Israel Hospital, Newark, N. J., May 12, aged 55, of bleeding 
esophageal varices and cirrhosis of the liver. 


Hughes, John Ausie, Memphis, Tenn.; Memphis (Tenn.) Hospital 
Medical College, 1909; specialist certified by the American Board 
of Otolaryngology; fellow of the American College of Surgeons; 
served on the staffs of the Memphis Eye, Ear, Nose and Throat 
Hospital, Baptist Memorial Hospital, Methodist Hospital, and 
St. Joseph Hospital, where he died May 19, aged 71, of coronary 
thrombosis. 


Hyde, William Humphrey, Cleveland; University of Wooster 
Medical Department, Cleveland, 1896; charter member of the 
Cleveland Academy of Medicine; died in the Fairview Park 
Hospital June 9, aged 84, of arteriosclerotic heart disease. 


Johnson, George Eddie ® Ardmore, Okla.; University of Nash- 
ville (Tenn.) Medical Department, 1906; served during World 
Wars I and II; on the staff of Ardmore Sanitarium and Hos- 
pital, where he died May 31, aged 72, of cancer. 


Johnson, Richard Revel ® Sand Springs, Okla.; Kentucky School 
of Medicine, Louisville, 1907; served on the staffs of the Hill- 
crest and St. John’s hospitals in Tulsa; died June 17, aged 73, 
of uremia. 


Johnson, William Marvyn ® New Orleans; Birmingham Medical 
College, 1912; member of the American Trudeau Society; served 
during World War I; for many years on the staff of the Touro 
Infirmary; died in the Veterans Administration Hospital June 14, 
aged 69, of bronchopneumonia and carcinoma of the prostate 
with metastasis. 


Judkins, Oscar Hunt ® San Antonio, Texas; University of Texas 
School of Medicine, Galveston, 1907; specialist certified by the 
American Board of Otolaryngology; fellow of the American 
College of Surgeons; member of the staffs of Nix, Baptist 
Memorial, and Santa Rosa hospitals; died May 27, aged 70, of 
coronary thrombosis and carcinoma of the prostate. 


Keyser, Robert Lee ® Baltimore; Baltimore University School 
of Medicine, 1907; Atlantic Medical College, Baltimore, 1909; 
died in the Union Memorial Hospital May 31, aged 70, of 
cerebral hemorrhage. 


Kidder, Earle Elton @ Stevens Point, Wis.; Northwestern Univer- 
sity Medical School, Chicago, 1923; served during World War 
Il; died in St. Michael’s Hospital June 4, aged 56, of acute myo- 
cardial infarction and essential hypertension. 


Kirwin, Joseph John ® La Mesa, Calif.; Creighton University 
School of Medicine, Omaha, 1927; served during World War II; 
affiliated with La Mesa Community Hospital; died July 4, aged 
52, of a skull fracture received in a fall. 


Lapham, Frederick Elwin ® Detroit; Detroit College of Medicine 
and Surgery, 1932; served during World War II; died April 16, 
aged 47, of a fractured skull received in an automobile accident. 
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McAtee, Clyde Sylvester, Fox Lake, IIl.; Northwestern Univer- 
sity Medical School, Chicago, 1921; served during World War I; 
on the staff of the Veterans Administration Hospital in Hines; 
died July 10, aged 62, of coronary disease. 


Mitchell, Charles Henry © Trenton, N. J.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1900; for many 
years county physician; died in St. Francis Hospital June 10, 
aged 76, of adenocarcinoma of the breast with generalized 
metastases. 

Nolan, Joseph Wynne, Harlan, Ky.; Hospital College of Medi- 
cine, Louisville, 1904; served during the Spanish-American War 
and World War I; practiced in Korea for 11 years prior to 1915; 
died in Veterans Administration Hospital, Mountain Home, 
Tenn., June 15, aged 74, of carcinoma of the stomach and liver. 


Paul, Thomas Morrison ® St. Joseph, Mo.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1899; an Associ- 
ate Fellow of the American Medical Association; died June 29, 
aged 77. 


Peak, Frank, Gresham, Ore.; University Medical College of 
Kansas City, 1898; died May 23, aged 87, of arteriosclerosis. 


Pugh, James Clyde ® Beallsville, Ohio; Eclectic Medical College, 
Cincinnati, 1921; served during World War I; died in the Ohio 
Valley Hospital, Wheeling, June 13, aged 57, of cerebral hemor- 
rhage. 

Reading, Lewis Willard, Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1880; died June 21, aged 
95, of cerebral embolism. 


Reed, Theodore Dorris, Henderson, N. C.; Albany (N. Y.) 
Medical College, 1916; served during World War II; formerly 
affiliated with the Veterans Administration Center in Biloxi, 
Miss.; died June 9, aged 53. 


Runckel, George Henry ® Dutch Flat, Califs; Cooper Medical 
College, San Francisco, 1908; died in Portland, Ore., recently, 
aged 79, of carcinoma of the intestine. 


Shaffer, Carl John ® Huntington Park, Calif.; State University 
of Iowa College of Medicine, Iowa City, 1903; on the staff of 
the St. Francis Hospital in Lynwood, and Mission Hospital; died 
May 29, aged 82, of reticulum cell sarcoma of the right testis. 


Smith, Lucian Willis ® Warren, Ind.; Medical College of Indiana, 
Indianapolis, 1905; served during World War I; died April 4, 
aged 75, of coronary thrombosis. 


Stuesser, Cornelius N., Hartford, Wis.; Milwaukee Medical 
College, 1905; died in the Veterans Administration Hospital, 
Milwaukee, March 11, aged 70, of myocardial infarction. 


Taboada, Rafael, Los Angeles; Universidad Nacional Facultad 
de Medicina, México, D. F., 1896; died in Hospital of the Good 
Samaritan May 15, aged 79, of hemorrhage and tumor of the 
rectum. 


Templeton, Charles Vannoy ® Great Falls, Mont.; University 
of Louisville (Kv.) Medical Department, 1892; died in the 
Deaconess Hospital June 12, aged 91, of cerebral hemorrhage. 


Wharton, Heber Edward @ Erie, Pa.; Howard University College 
of Medicine, Washington, D. C., 1928; on the associate staff 
at Hamot Hospital, where he died June 10, aged 52, of heart 
disease. 

Zwerdling, Philip, Brooklyn, N. Y.; Long Island College Hos- 
pital, Brooklyn, 1915; for a number of years attendant in medi- 
cine on the staff of Greenpoint Hospital, where he was recently 
made consultant; died April 24, aged 61, of coronary disease. 


DIED WHILE IN MILITARY SERVICE 





Rogers, Henry Hamilton, Nashville, Tenn.; Vanderbilt 
University School of Medicine, Nashville, 1952; interned | 
at the Vanderbilt University Hospital; began active duty 
as a first lieutenant in the U. S. Air Force in June, 1952; 
died March 11, aged 28, of myocarditis with complica- 
tions. 
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FOREIGN LETTERS 


DENMARK 


What Surgeons and Physicians Think of Each Other.—In the 
hope that a frank exchange of views on the relationships of 
surgeons to physicians might clear up some difficulties, an in- 
formal round-table discussion recently took place in Copen- 
hagen under the auspices of the Danish Surgical Society. There 
was an amicable exchange of complaints about each other by 
the surgeons and physicians who met on this occasion. One of 
the latter drew attention to the comparatively carefree situation 
in which the surgeon finds himself once his patient has been suc- 
cessfully operated on, whereas the physician caring for his 
patients (30% of whom suffer from some neurosis) is never 
through listening to their complaints. One surgical department 
was criticized for the wholesale liberality with which it dis- 
pensed laxatives. A physician visiting this department told how 
he had seen a nurse going among her patients offering them 
aperient pills. The same physician also accused the surgeons of 
prescribing many more medicaments that the physicians, anti- 
biotics being given by the former in prodigal doses; complained 
of the too casual prescription of drugs for the relief of pain; 
and referred with regret to bygone days when the administration 
of morphine was discouraged in hospitals. Some of the com- 
plaints the surgeons made dealt with those diseases for which 
operative or medical treatment is still elective. A surgeon com- 
plained that many of his patients came to him for operation 
after they had received four to five courses of medical treat- 
ment for their gastric ulcers over a period of 10 to 15 years, 
during which a surgeon had never been consulted. Among the 
last 94 patients with gastric cancer on whom he had operated 
were 24 for whom medical treatment had been given for a year 
without any consultation with a surgeon. As for duodenal ulcer, 
this surgeon was willing to let a physician undertake the first 
course of treatment on his own, but he felt thereafter a con- 
sultation was indicated. Many a duodenal ulcer patient does 
not come to the surgeon until some five courses of medical 
treatment have been given, and the surgeon may ultimately 
have to struggle with a pyloric stenosis that renders the opera- 
tion both difficult and dangerous. One of the schemes dis- 
cussed at this conference for the more effective cooperation of 
surgeon with physician was the combination of a surgical and 
a medical department in the same unit, the experiences of the 
Central Middlesex Hospital in England being cited in support 
of this combination. The full report on this conference in 
Nordisk medicin for May 6, 1954, repays careful reading. 


American and Danish Hospitals Compared.—Dr. Torben Ander- 
sen has visited several American hospitals and has sent in to 
WHO a report of his impressions of the most outstanding differ- 
ences between American and Danish hospitals. These differences 
are in some respects quite radical, and Dr. Andersen believes 
that Danish hospitals stand to gain from a partial change to 
American ways. At present the work of each medical department 
of a Danish hospital is organized in such a way that the chief 
and his two best qualified assistants take all the responsibility, 
leaving little but history taking and laboratory work to the junior 
interns. This arrangement means that the three senior physicians 
are expected to be familiar with the problems of each of the 
100 to 150 patients in their care. It follows that the senior 
physicians do not have time enough to go into the details of 
the more complicated cases, to carry on research, or to train 
their junior assistants. Dr. Andersen praises the American 
hospitals where the interns work in comparatively small depart- 
ments, with only 16 to 20 patients in each. For these patients 
they have far greater responsibilities than their opposite numbers 
in Danish hospitals, the part played by American senior physi- 
cians being largely consultative and advisory. The Danish hos- 
pital is broken up into too many water-tight compartments, with 
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neurology, physical medicine, rheumatology, dermatovenereg). 
ogy, and other fields becoming isolated spheres of activity, |p 
the American hospitals visited by Dr. Andersen the medical de. 
partments housed every possible form of disease, and the pp. 
tients were attended by many different, fully qualified specialists 
He finds that whatever collaboration is established between the 
various special departments in a Danish hospital hinges on the 
contacts made between junior interns, serious consultations 
between the heads of departments being the exception rather 
than the rule. In Denmark much would be gained if provision 
could be made for close cooperation between clinicians ang 
specialists in the basic sciences. It is just this cooperation that 
in Dr. Andersen's opinion, has enabled the United States to 
outstrip the European countries in the race for research jp 
medical science. 


A Study of Hunger Dystrophy.—During the occupation of 
Denmark by the Germans, Danes accused of participating in 
the resistance movement were sent to some 70 concentration 
camps in Germany. Here hard labor on a starvation diet was 
inflicted on the prisoners and in one of these camps 44% of 
them died in less than one year. In 1947 a systematic investiga- 
tion was undertaken of the 1,300 Danes who had been repa- 
triated after the war. This investigation has continued, and a 
report by Hermann and Thygesen in Ugeskrift for leger for 
June 3, 1954, brings this investigation up-to-date with a detailed 
account of 120 repatriates whose qualifications for compensa- 
tion have required renewed consideration. The “KZ-syndrome” 
from which they suffered was characterized by impressive uni- 
formity. The recovery of weight on repatriation was seldom 
complete, and to some extent fat replaced muscle, with the 
result that the patients looked fitter than they were. Elderly 
repatriates were slower to regain weight than their younger 
companions, and in a few as much as one-fifth of the original 
weight was not regained. Severe hunger dystrophy may be an 
irreversible process and may even be progressive. Among the 
120 repatriates were 47 who had struggled to meet the situa- 
tion in which they found themselves by changing to lighter work 
with a corresponding reduction of income. Irritability and |as- 
situde were among the commonest and most troublesome symp- 
toms indicative, in some patients, of injury to the brain. The 
most striking mental ailment was impairment of the memory, 
a condition of which 104 complained. Among them were 70 
whose ability to memorize was so reduced that they had to write 
down whatever they wished to remember. Memories of past 
events were usually retained, in contrast to the impaired ability 
to memorize. Inability to concentrate was also troublesome. In 
many patients deterioration of the mental faculties had run par- 
allel with that of the somatic faculties, and in more than a 
quarter of these patients the diminution of working capacity was 
progressive. What is perhaps the most important outcome of 
this investigation is the conclusion that the “KZ-syndrome” has 
nothing in common with compensation neurosis. 


Ornithosis—In 1938 Dr. R. K. Rasmussen incriminated the 
fulmar, a sea bird of harboring the virus of ornithosis and com- 
municating it to man. Since 1950 the State Serum Institute in 
Copenhagen has carried out, as a matter of routine, complement 
fixation tests with the antigen lygranum, bought in the United 
States. It has the advantage of being equally applicable to 
ornithosis and the lymphogranuloma venereum group. Since 
1953 the results obtained with this antigen have been checked 
against those of the antigens prepared in Denmark from 4 
genuine ornithosis virus originally derived from a pigeon. Volkert 
and Christensen have now tested 952 samples of blood from 870 
different persons, many of whom were suffering from more oF 
less severe infiltrations of the lungs (Ugeskrift for leger, June 10, 
1944). Among them were 50 samples giving serologically posi- 
tive reactions to ornithosis antigen; 24 of these persons had 
been in direct contact with birds, but such contacts could not 
be proved in several instances. There were, however, no c2s¢s 
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in this series in which there were evidence of transmission from 
man to man of the disease, which seems to run a comparatively 
mild course in human beings. At one time the study of ornithosis 
in laboratories was much discouraged by the high rate of lab- 
oratory infections, but, with the observation that the virus in 
question is sensitive to certain antibiotics, chlortetracycline 
(Aureomycin) in particular, the incidence of laboratory infec- 
tions has become less alarming. It is safe to forecast a wide 
extension of ornithosis research in the immediate future, with 
special reference to the extent to which human beings suffer 
from this disease and the mode in which they contract it. It 
will be particularly interesting to learn whether the disease can 
be conveyed from man to man. 


Tuberculosis in Greenland.—The antituberculosis campaign 
carried out by Danish physicians in Greenland has from time 
to time shown how much more serious the tuberculosis problem 
is in this country than in Denmark. The latest report on the 
subject (Ugeskrift for Lager, June 17, 1954) is by Dr. Oskar 
Jensen, who carried out an intensive survey in the Julianahaab 
district beginning in April, 1951. This survey, which included 
radiological examinations with a portable apparatus, showed a 
tuberculosis morbidity rate of 78 per 1,000 inhabitants, a rate 
about 20 times greater than that of Denmark. Among the 152 
persons who died in the district during 1951, death was due to 
pulmonary tuberculosis in 38. A scrutiny of 600 houses occupied 
by Greenlanders showed that 166 of them had been occupied by 
one or more persons suffering from open tuberculosis during 
1952. During 1951, as many as 46 Greenlanders were sent to 
Danish sanatoriums for treatment. This experiment was not 
altogether successful, and it would seem that for compassionate 
as well as economic reasons most patients with tuberculosis 
should be treated in hospitals in Greenland. A tuberculosis 
sanatorium is now being built in the Godthaab district, and 
Dr. Jensen hopes that enlargement and improvement of already 
existing hospitals will also improve the situation. 


ENGLAND 


Annual Meeting of British Medical Association.—The 122nd an- 
nual meeting of the British Medical Association was held from 
June 30 to July 9 at Glasgow. The new president of the B. M. A., 
Emeritus Prof. Sir John McNee, who is physician to the Queen 
in Scotland, delivered his presidential address “The Practice of 
Medicine.” Before the address was delivered delegates from 
other medical associations, including the American Medical 
Association, and representatives of overseas branches of the 
British Medical Association were presented to the president. 
The gold medal of the B. M. A. for distinguished merit was 
given to Dr. Solomon Wand in recognition of outstanding 
services to the profession and the association. 

In his address the president said that it was as essential as 
ever for the physician to study the natural history of disease 
closely as it remains the basis of all good medical practice. 
Nothing should preclude a careful clinical history of the patient 
from all angles and a close search for the symptoms and signs of 
disease. A complete and accurate diagnosis can be arrived at by 
using the simple observational methods of the trained naturalist 
and the simple instruments that every doctor carries. Further 
laboratory and radiological investigations may be necessary, but 
they should be used later and not first. The few minutes often 
available for the first examination in the crowded offices of 
today lead to slipshod thinking and to the family physician’s 
responsibility being shelved in favor of expensive hospital in- 
vestigation. This fault, which even begins to infect consultants, 
should not be allowed to go on, as it undermines the foundations 
of the sound practice of medicine. Sir John said that the recent 
triumphs of chemotherapy and the pouring out of new drugs by 
the chemists must not blind us to the great therapeutic possibili- 
ties of immunity. We are turning away from drugs to immunity 
in our search for prophylactics for influenza and poliomyelitis, 
which are untouched by any drug or antibiotic. The newer drugs 
are not without their dangers and difficulties in the form of 
sensitization and drug resistance. In the ordinary practice of 
inedicine the physician cannot invent new drugs, but when watch- 
ing the response of the body to disease he can still look for 
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clues that may be of the utmost value to laboratory workers. 
There are still many chronic diseases, such as cancer, the chronic 
rheumatic diseases, the chronic diseases of the nervous system, 
and peptic ulcer, in which we have made little progress towards 
prevention and cure. 

The president discussed the possibilities of research for those 
actively engaged in the practice of medicine. The word “research” 
must not be regarded as a fetish. Originally all medical research 
was general practitioner research because there were none but 
general practitioners to do it. The fundamental contributions 
of Jenner, Withering, Mackenzie, and Pickles, for example, were 
made in general practice. Could the flame of research in general 
practice burn brightly again? The president was glad to see the 
formation of the new College of General Practitioners in Britain, 
with a research advisory panel of men trained in research 
methods to direct general practitioner research into suitable 
channels. Medicine, he said, still remains in many ways an ob- 
servational science, and that is why the physician can find his 
problems for investigation just as easily in practice as in a 
laboratory. 

As the new and important methods, techniques, and remedies 
have been introduced, specialism in medicine has inevitably 
developed, and it has come to stay. No one man today can be- 
come an expert in everything, and the value of expert treatment 
for the patient has proved quite conclusive. Brilliance in research 
and in advancing medical knowledge must receive the recogni- 
tion it deserves. Fortunately, research institutes, including those 
devoted to clinical research, are rapidly increasing in numbers, 
and a man with special attributes and abilities now has reason- 
able opportunities of devoting his whole life to medical research 
of many kinds. This has, however, created a new problem in 
our universities and medical schools. The professor or clinical 
teacher whose range embraces most of medicine, surgery, or 
gynecology is rapidly becoming extinct. The family physician 
is now the only nonspecialized member of our profession with 
a general, but not expert, knowledge of all branches of medicine. 
The training of our future physicians in their undergraduate 
and postgraduate years is an important task. A broad view is 
required and specialism is perhaps not the best way in which 
to acquire it. Men with a broad view of general practice, derived 
from experience, will be urgently required in future years to 
steer a proper course of medical training. This must not be left 
to administrators in offices, whose tidy methods might not be 
ideal for the practice of medicine. 

The president concluded by saying that the practice of medi- 
cine is now complex, and it is our duty to make available to our 
patients the best that we know. This is a combination of the old 
observational skill in which we have been trained and the appli- 
cation of all the new and beneficial discoveries with which we 
have been blessed. 


The Problem of Tuberculosis Today.—At the same meeting Sir 
Andrew Davidson of Scotland said that tuberculosis is the chief 
current health problem in his country. In spite of advances in 
many directions there is still need to know far more of the 
social and biological aspects before control of tuberculosis can 
be achieved. The fall in mortality has not been matched by a 
related drop in the number of new cases discovered. Effective 
preventive effort should include the strengthening of human 
resistance through better environmental and social conditions, 
the investigation of factors causing the spread of the disease, 
the efficient finding of cases by early diagnosis and the isolation 
of potential sources of infection, the.search for sources of in- 
fection and the supervision of contacts, and the rehabilitation 
and resettlement of treated patients. Protective vaccination and 
education of the public in the prevention of tuberculosis are 
important measures. The problem of tuberculosis is largely a 
matter for society itself and goes far beyond the scope of 
medicine. 

Dr. Peter McKinlay of Edinburgh stated that the death rate 
from respiratory tuberculosis is 37 per 1,000 population in 
Scotland and deaths from tuberculosis are 3% of all deaths 
registered. The corresponding figures for England and Wales 
are 28 and 2.28%. The mortality rate is 50% higher in males 
than females. The rates are low in children, then they increase 
to a maximum for women between 25 and 34 years of age and 
for men between 55 and 64. Mortality is highest in the cities 
and industrial areas. Before the outbreak of the last war the 





1516 FOREIGN LETTERS 





death rate from tuberculosis was declining, but it rose in 1940 
and again in the period 1946 to 1948. Since then it has fallen 
dramatically. Even so, the rates are unsatisfactory when com- 
pared with northern European countries. 

Prof. Andrew Semple of Liverpool said that modern therapy 
does not reduce the reservoir of infection as much as might 
be expected, and the undiagnosed cases are a potent source of 
infection. He made a plea for reporting all patients with tuber- 
culosis, especially in hospitals. In the control of tuberculosis 
the chest physician, general practitioner, local health officer, 
and the tuberculosis health visitor must all play a part. The aim 
of a preventive service should be to discover every infected 
person, to find the source of infection if possible, to examine 
contacts, and to educate the patient and his family on the nature 
and spread of tuberculosis. 


The general practitioner’s role is that of case finder, according 
to Dr. J. R. Langmuir of Glasgow. The practitioner sees patients 
at all stages of disease and treatment. He should be able to refer 
a patient for radiological investigation on the slightest suspicion, 
and this service should be expeditious. Skin testing is useful in 
patients under five years of age. A closer cooperation between 
the general practitioner and health visitor is needed, and, in 
order to control infection, improvement is necessary in domi- 
ciliary consultations and prompt admission of diagnosed patients 
into hospital or sanatorium. The general practitioner must watch 
and clear up the many conditions that, if neglected, lead to 
tuberculosis. He should also be able to explain the disease and 
treatment simply and so ensure the patient’s cooperation. The 
present tripartite control of medical services (health officer, chest 
clinic, and general practitioner) results in overlap, lack of co- 
operation, and division of responsibility. 

Dr. D. W. Brooks of London stated that the best results of 
long-term chemotherapy are found in the younger patient and 
those with earlier and less extensive disease. The risk of toxic 
actions from the newer chemotherapeutic agents is still present, 
but desensitization, corticotropin (ACTH), antihistaminics, or 
a change to another drug combination offer a wide range of 
alternatives to solve this problem. The use of streptomycin and 
other drugs in domiciliary practice without clinical, bacterio- 
logical, and radiological control is dangerous. An integration of 
tuberculous services in hospitals, chest clinics, and general prac- 
tice is needed. Mr. Holmes Sellors of London compared the role 
of the surgeon to that of the demolition squad; he functions 
after the attack by the enemy and removes damaged structures. 
Antibiotics and the changing character of tuberculosis in recent 
years have altered the surgical approach, so that resections are 
now almost as common as collapse treatment. The surgical treat- 
ment of pulmonary tuberculosis has increased in popularity and 
surgeons are now called on to treat minimal lesions. At one 
time the classical case for operation was an apical cavity; today 
solid lesions, without cavitation, are commonly removed. Before 
surgery is contemplated the patient must be built up, and after 
operation he must rest for at least six months. Because surgeons 
choose the optimal time for operation they may be accused of 
delay. In doubtful cases the decision must be reached in con- 
sultation with all the members of the team. It is the patient and 
not a roentgenogram or laboratory report that is under treat- 
ment.Thoracoplasy had stood the test of time and compares 
well with resection. Its disadvantage is that it is a two-stage 
operation and the patient fears the possibility of a deformity. 
Plombage, which has its advocates, is a one-stage operation, 
but the plastic material used has not always resulted in a 
permanent cure. Resection of the lung, in part or whole, should 
be reserved for patients in whom collapse has failed. The main 
indications for operation are persistent cavities, severe bronchial 
stenosis, or gross destruction of lung tissue. In many cases of 
excision, it is advisable to perform a limited thoracoplasty to 
prevent overexpansion of the remaining lung tissue. In the future 
development of the surgery of pulmonary tuberculosis it will 
be necessary to assess more fully the chances of natural healing 
with rest and antibiotic therapy alone in small and medium 
lesions. There will probably be a decrease in the number of 
operations performed on such lesions. 

The problem of rehabilitation and resettlement was dealt with 
by Dr. R. R. Trail! of London. The only yardstick of any method 
of treatment, he said, is the extent to which it returns those 
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afflicted to a useful place in society. Nearly all the tuberculous 
patients who are returned to work need some readjustment. 
The temporarily disabled often return to their old occupations 
after a course of rehabilitation, but many with permanent dis- 
ability need vocational training to find more suitable employ- 
ment. A follow-up of patients revealed that in most cases only 
arrest of the disease is achieved. Damaged tissues and impaired 
working capacity cannot be replaced. More facilities exist in this 
country than elsewhere for rehabilitation and vocational train- 
ing. In village settlements, such as Papworth near Cambridge, 
the patient is controlled clinically and functionally while working 
in sheltered industry, and in addition he is spared the worry of 
financial problems, which play so great a part in recovery. Many 
in such a scheme eventually return to their original surroundings 
and employment, but others prefer to continue in the trade in 
which they are rehabilitated and may even stay permanently in 
the settlement. A particularly interesting aspect of village settle- 
ments is the remarkable above average medical histories of the 
children of these tuberculous patients. 

The Problem of Sleep.—At the July 6 session Prof. Sir Geoffrey 
Jefferson said that in the course of normal sleep bodily move- 
ments occur, usually of an individual pattern. In a night’s sleep 
most persons move 30 to 60 times. Immobility is a sign of 
pathological coma; the unconscious patient who moves has a 
better prognosis than the one who is motionless. There are no 
rules of behavior in sleep, nor an optimum period. Some people 
feel rested on four or five hours a night, while others appear to 
need double this. Mental functions do not reach their optimum 
until some hours after waking. During sleep, temperature, 
metabolism, blood pressure, respiratory rate, blood oxygen, and 
secretory processes all fall. The skin temperature rises and 
various alterations in muscle tone and reflexes have been re- 
corded. Most persons sleep better in the first half of the night 
and with less movement. Anybody can stay awake for 36 hours, 
but after that it becomes increasingly distressing. After two or 
three days without sleep a person often forgets what he said 
or what was said to him. There is no such thing as a sleep 
center. Sleep is probably a conditioned reflex, depending on the 
fatigue of a waking center, rather than on stimulation of a sleep 
center. The area of the brain controlling waking is the reticular 
formation of the brain stem and basal ganglia. 

Dr. J. O. McDonagh said that insomnia is one of the most 
widespread complaints physicians must deal with. For treatment 
he uses drugs and reassurance. Insomnia is often a symptom of 
acute or chronic illness, although at times no medical cause can 
be found. Before treating a patient with insomnia a thorough 
clinical examination should be made. Although there may be 
no medical reason for sleeplessness in a given patient, it may be 
possible to find an explanation in personal, social, or economic 
problems. In chronic disease insomnia may be due to pain or 
discomfort, but coughing, dyspnea, and palpitations are a 
common cause in heart and lung conditions. Chronic mental 
states are a frequent cause of loss of sleep. It is often valuable 
to examine and regulate in detail the patient’s daily routine, 
giving attention to clothing, diet, regular exercise, and fresh air. 
Extra pillows, the avoidance of cold feet, and cutting down 
strenuous exercise and excessive mental work late in the day 
may be helpful. The average night worker gets much less sleep 
than the day worker and appears to thrive on it. Those with 
active brains appear to need less sleep than those with lower 
mentality. Some people tend to fall asleep from sheer boredom, 
because they have no interests or hobbies. Going to bed on an 
empty stomach suits some persons, while others sleep better 
after a meal. The effect of prayer last thing at night should not 
be underestimated. Many elderly people sleep badly at night, 
because they doze a lot in the day. 

Dr. A. H. Douthwaite of London referred to noises and 
anxiety as the most important causes of insomnia. His solution 
to the noise problem is to prescribe freshly prepared waxed ear 
plugs—unless freshly prepared every night they may cause otitis 
externa. Most inhabitants of tenements suffer from insomnia. 
Snoring, more common in men than in women, is the cause of 
much loss of sleep in the marriage partner. Insomnia often comes 
from digestive causes, such as too heavy meals, tea or coffee 
late at night, or overindulgence in alcohol, which produces 4 
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dry mouth, gastritis, and dehydration. Women often suffer from 
insomnia, because they take reducing tablets of the amphetamine 
type too late in the day. Among the organic causes anemia is 
often overlooked. Many cases of insomnia are due to anxiety, 
which, if founded on good cause, can be treated with hypnosis 
until the cause has been removed. When the anxiety is a perpetu- 
ation of fear of insomnia, as is often the case, treatment with 
drugs should be stopped as soon as possible and reliance placed 
on rearrangement of routine, explanation of the harmlessness 
of insomnia per se, and the teaching of muscular relaxation and 
deep breathing. The best treatment for the business man suffer- 
ing from insomnia due to anxiety is a month away from his 
usual environment. : 

Prof. D. M. Dunlop of Edinburgh spoke on the applied 
pharmacology of hypnotic drugs, which form 10% of all the 
drugs prescribed today. Hypnotics should only be used after 
other measures, including removal of the cause of the insomnia, 
have failed. The choice of a suitable barbiturate is a matter for 
careful discrimination. Chloral hydrate is a much neglected but 
efficient hypnotic for sick patients, its main disadvantage being 
that it is a mild gastric irritant. Bromides are worthless as 
hypnotics unless used over a long period, and then they are 
likely to cause brominism. Paraldehyde is a valuable and power- 
fui drug in a restricted field and has a greater margin of safety 
than any other sleep-producing drug. Its main application is by 
intramuscular injection or per rectum. The barbiturates enable 
either continuous mild sedation, sleep, or general anesthesia to be 
achieved. Carbromal and methyl pentenyl (3-Methyl-1-pentyn- 
3-ol) are not effective sleep producing drugs, and they have no 
advantages over the short-acting barbiturates. 

Dr. Macdonalf Critchley of London said that the study of 

natural sleep has been neglected, probably because of its elusive 
nature. Disproportionate attention has been paid to abnormal 
unconsciousness caused pharmacologically or by direct invasion 
of the nervous system. Sleep can be divided into the predormitum, 
sleep proper, and the postdormitum. The predormitum is long 
in persons of sensitive or anxious temperament and short in those 
of a forceful and industrious nature. In normal subjects during 
the predormitum the flow of thought becomes modified and 
detached from volition, slipping imperceptibly into sleep, pos- 
sibly continuing in dreams and figments of imagination. Strange 
illusions of a sensory nature and distortions of normal concep- 
tions may occur in the predormitum. These can be curtailed by 
quick-acting barbiturates. The predormitum can also be marred 
by unpleasant mental or physical phenomena, such as hypna- 
gogic motor restlessness affecting the legs below the knees, 
commonly known as “fidgety legs.” In a rare type this is associ- 
ated with pain. This condition can be relieved by barbiturates 
and, as many patients discover accidentally, by alcohol. In other 
states the predormital disturbances are mental, perhaps with 
sudden panics causing an abrupt return to wakefulness; some- 
times hallucinations occur. 
Food and Disease.—At the July 7 session Dr. C. Metcalfe Brown 
of Manchester criticized a recent editorial in the Lancet stating 
that “food poisoning is not a prominent cause of human misery 
or disability.” Most cases of food poisoning of bacterial origin 
are the result of infection carried from the hand to the mouth, the 
mouth not being necessarily that of the owner of the hand. The 
nearer we get to the standard of surgical cleanliness in food 
handlers the fewer outbreaks of poisoning there will be. It is 
particularly important that everyone thoroughly wash their 
hands immediately after visiting the toilet. At least 11,000 
persons are affected with food poisoning annually, and about 
70 deaths are reported annually from this cause. There has been 
little improvement in the incidence of food poisoning, showing 
that there is much need for the education of the public. Much 
of this can be done by the general practitioner. There should be 
stringent regulations for caterers, and those who object should 
have the option of complying or going out of business. People 
should complain when food is unsatisfactorily handled in shops 
and restaurants. Food poisoning presents a challenge to the 
Catering trade and to all members of the medical profession. 

Dr. Joan Taylor of London pointed out that the types of 
food most likely to cause food poisoning are made-up meat 
dishes and foods that are lightly cooked and then kept in con- 
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ditions suitable for bacterial multiplication. There are two types 
of bacterial food poisoning, infection due to Salmonella orga- 
nisms and intoxication due to bacterial products of Staphylococ- 
cus pyogenes, Clostridium welchii, or Clostridium botulinum. 
Salmonella food poisoning shows a marked increase in the sum- 
mer months; 50% of all food poisoning in Britain is due to 
Salmonella organisms, of which Salmonella typhimurium is the 
commonest. The incidence of Salmonella infections is higher 
in the young and those over 50. The commonest carrier of 
bacterial food poisoning in the home is the mother. 


Dr. J. S. K. Boyd of London stated that in human intestinal 
infections either the acute case, the convalescent, or the symp- 
tomless carrier may be responsible. Bacteria may be carried in 
feces or urine and infection spread directly from soiled hands 
or indirectly by flies. Gastroenteritis may be caused by Staphylo- 
coccus toxin in food and often by ice cream contaminated from 
the nasopharynx of the carrier. This toxin is relatively heat re- 
sistant and can remain active after the cocci have been killed 
by cooking. In such cases even painstaking bacteriology yields 
negative results. Certain putrefactive anaerobes in meat also 
produce toxins that cause gastroenteritis. In tracing the source 
of food poisoning caused by coliform bacteria, identification of 
the pathogen is facilitated by improved modern techniques, 
particularly phage typing, which narrow the field of investiga- 
tion and may on occasion lead to an individual carrier. The 
success of bacterial investigations depends to a large extent on 
the care and promptness with which specimens are collected. 

Prof. Robert Cruickshank of London urged the initiation of 
a 20th century crusade to raise the standards of personal clean- 
liness and household hygiene. The task requires the teamwork 
of the general practitioner, health officer, and his ancillary 
workers. In addition, all families must have running hot water, 
water closets, and refrigerators. Simple lessons in the bacterio- 
logical contamination of food should be introduced into the 
school curriculum, but these will be of no use if the children 
go to schools with unsatisfactory lavatory and washing facilities. 
With the disappearance of domestic labor everyone is now a 
food handler and potential infector of food, which makes it 
more essential that all should adopt a rigid code of hygiene. 
Hand washing after going to the lavatory should be routine and 
the communal towel should be outlawed. Those handling food 
should be taught to recognize the dangers of minor intestinal 
upsets and to give minor skin lesions and burns proper attention 
to prevent sepsis and contamination of food. The handling of 
food should be reduced to a minimum by the use of tongs. Long 
intervals between the cooking and consumption of food should 
be avoided and left overs should be recooked more than ade- 
quately or stored in a refrigerator. The restaurant habit of cook- 
ing food one day and slicing it and serving it the next should 
be discontinued. Food should be covered to reduce risk of con- 
tamination by flies, vermin, and air-borne organisms. Germs do 
not grow on highly salted or highly sweetened foods, fats, bread, 
bacon, and butter. Duck eggs, which have a high Salmonella 
infection rate, should be restricted to use in cooking or cooked 
until hard boiled. They should not be scrambled or made into 
omelettes. The foods most likely to be infected are cream, 
sausage, meat, duck eggs, salads, and stews. All food remains 
should be cleaned off food utensils, which should then be washed 
in a detergent, and rinsed in hot water. The utensils should be 
allowed to dry without wiping and stored in a closed cupboard. 
Large cooking utensils and infants’ feeding bottles and nipples 
may be particularly dangerous. Large utensils should be cleaned 
and then sterilized with chemical disinfectants or steam. 


Prof. B. S. Platt of London said that artificial chemicals 
added to food may be toxic and may cause reduction in the nutri- 
tive value of food by acting as or producing antimetabolites. 
Galactose is an important constituent of the cerebrosides of the 
central nervous system and the mucopolysaccharides of con- 
nective tissue. The myelination of nerve tissue continues for 
five or six years after birth. This may be affected by lack of 
galactose, which may occur in the infant who is fed cow’s milk 
which contains only a third or two-thirds as much galactose in 
the form of lactose as human milk. It is possible that the collagen 
diseases and disturbances in the nervous system in later life, 
such as multiple sclerosis, are associated with a relative deficiency 
of lactose or galactose in infancy. 
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Management of Old Age in General Practice-—Dr. Trevor 
Howell at the same meeting said that the management of old 
age in general practice has become an important concern. Last 
year 68,000 persons reached pensionable age in a population 
of 50 million, and physicians were faced with a growing number 
of elderly people suffering from long-term disease. Half the 
general practioner’s work now consists of looking after old 
people. General practitioners have little knowledge of the natural 
history of the diseases of old age and have not received adequate 
hospital training to cope with these diseases. The diagnosis of 
disease in old people presents many difficulties. Such patients are 
sensitive, often refuse to undress for a complete examination, 
and when they do may be found to be suffering from a confusing 
array of symptoms that do not fit into a single orthodox disease 
entity. In a survey of 500 patients it was found that only 10% 
needed admission to a hospital on purely clinical grounds. Most 
of the patients were facing two or three social problems, and 
these were the determining factors for admission. Old people 
living alone may become unable to do their own cooking, wash- 
ing, and shopping, and some undergo mental deterioration, 
which is often due to loneliness. Their children, who go out to 
work, are often unable to give them the necessary attention, 
and even when they can it becomes a burden. Chlorpromazine 
(y-dimethylaminopropy]) is a sedative that makes these patients 
easier to handle. 

The Drunken Motorist—Dr. R. Summers, a London police 
surgeon, suggested that in dealing with the motorist accused of 
drunkenness more accurate information should be sought of the 
effects of alcohol on the skills and reactions that constitute 
proper control of an automobile. A small and easily produced 
reaction time machine can be developed and the police should 
recognize that adequate accommodations and facilities are 
needed for the physician investigating a case of drunkenness 
to carry out his examination of the accused. Suspect drivers 
should also be given road tests in their own automobiles by 
experienced test personnel. 

Prof. J. A. Kerr of Edinburgh said that less than 0.5% of 
street accidents in Britain are due to drunken drivers, but 50% 
of drivers arrested are released because they are not certifiably 
drunk. New laws are needed to bring under control those drivers 
who have been drinking to excess but who are not technically 
drunk and to eliminate the many drivers unfit for other reasons. 
About 10% of all drivers are medically unfit to drive, and the 
law requiring public service vehicle drivers to produce a medical 
certificate of fitness to drive should be extended to all drivers. 
Labor and Contracted Pelvis —Dr. H. R. MacLennan of Glas- 
gow stated that his city has been notorious for the number of 
cases of contracted pelvis. In the first quarter of this century 
nearly every obstetrical patient admitted to the hospital was 
suspected of a contracted pelvis. Today the figure is only 4%. 
The condition is due to rickets or some other nutritional defect 
that impairs bone development. Contracted pelvis is still a prob- 
lem in Glasgow; 18% of the last 1,000 patients in the antenatal 
clinics were under 5 ft. in height and many had a contracted 
pelvis. Today destructive operations on the fetus have almost 
completely given way to the lower segment cesarean section. 


Surgical Treatment of Peptic Ulcer—At the same meeting Sir 
Heneage Ogilvie stated that all the best people have peptic ulcers. 
Physicians first treated the disease medically, then as surgical 
results improved they were willing to transfer their patients to 
the surgeons. The pendulum has swung too far in the direction 
of surgery, and at present there is a tendency to refer all patients 
with peptic ulcer to the surgeon before medical treatment is 
given an adequate trial and before the family physician has 
been given a chance. Dr. F. Avery Jones of London said that 
among the causes of peptic ulcer are fatigue, anxiety, hurried 
meals, and heavy smoking. Some people drive themselves harder 
than others, show more anxiety than their fellows, and work 
harder and for longer hours; they are especially prone to peptic 
ulcer, but we still do not know why one person gets an ulcer 
and another does not under apparently the same set of cir- 


cumstances. 

Medical Advice on Television—Physicians at the B. M. A. an- 
nual meeting expressed alarm at the dangers of fictitious doctors 
giving medical advice, sometimes spurious, on television ad- 
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vertisements. A recent television broadcast produced a demand 
from patients for a particular vitamin “cure” for pernicioys 
anemia. Such a treatment has not been clinically proved, nor 
has its value been established. The meeting passed a resolution 
that called prejudicial to the best interests of medical practice 
the televising of advertisements for medical and pharmaceutica| 
products. 


FINLAND 


Health Service by Motor Boat.—A fringe of islands, about 700 
of which are suitable for human habitation by virtue of drink- 
ing water and a harbor for boats, lies to the south and west of 
the mainland of Finland. About 30 of these are each large 
enough to support more than 50 families. At the other extreme, 
there are about 300 lodging only one family each. The total 
population of these islands runs into many thousands, but each 
is so isolated and the means of sustaining life are so limited 
that the fate of the islanders is far from enviable. Little wonder, 
therefore, that the population of these islands has been reduced 
by about 25% since 1910, owing partly to the counter attractions 
on the mainland and the low birth rate, about 15 per 1,000 
during the last decade. The main source of income of the popu- 
lation is fishing. In the past more than 60% of the deaths in 
childhood have been due to infections, including diphtheria 
and whooping cough. In early adult life about 40% of the 
deaths have been due to tuberculosis. 

To promote healthier conditions in these islands, the Public 
Health Association of Swedish Finland has organized a motor- 
boat medical service, whose activities are reviewed in Nordisk 
medicin, June 3, by Dr. Johan Wickstrém. The three services 
concentrated on are tuberculosis, child welfare, and dental care. 
The boats used at first were for the most part small fishing 
boats, converted to their new function. This extemporized 
service did not prove satisfactery in bad weather and under 
other emergency conditions, and it soon became evident that 
specially constructed boats must be provided. Ultimately, a 
small boat to deal chiefly with child welfare and a larger boat 
capable of accommodating complete radiological and dental 
equipment were provided. Funds collected by Swedish school 
children helped to finance this program. Every summer since 
1948 the small boat has circulated among the islands, examining 
some 1,000 children every year. Traveling a distance of more 
than a nautical mile for every child examined, this service is 
undoubtedly expensive, but its benefits are impressive. Most of 
the children have now been given bacille Calmette Guérin 
vaccine, and combined vaccination against diphtheria and 
whooping cough has been undertaken. The larger boat, which 
combines seaworthiness with a shallow draft, was launched in 
1951. When fully manned, its crew of seven includes a dentist, 
a dental technician, a radiological technician with an assistant, 
captain, engineer, and matron. During the three years that this 
boat has been in operation, the number of known cases of 
tuberculosis has risen from about 9 to about 13 per 1,000 
inhabitants in a population of about 13,000 islanders. The cor- 
responding figure for the whole of Finland in 1953 was 11 per 
1,000. The quality of the teeth of the island children was some- 
what better than that of the children on the mainland, but this 
advantage should be no pretext for dispensing with systematic 
dental care on the islands. The teeth of the adults are also 
attended to when necessary. 


ISRAEL 


Regimen Sanitatis of Rambam.—In his “Review of Regimen 
Sanitatis of Rambam,” S. Muntner (Dapim Refuiim, March, 
1954) said that Rambam, the 750th anniversary of whose death 
will be this year, was “essentially a physician.” He treated in- 
dividual patients as well as the community, and the body as well 
as the soul. He left 10 books on medicine, some of which have 
been published either not at all or not in properly scientific, 
critical editions. Three of his short essays were published by 
Rabbi H. Kroner in Arabic, Hebrew, and German, and one of 
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his books was published in Arabic and French by Max Meyer- 
hof. The book on asthma and that on poisons and antidotes 
were published by S. Muntner. The others are now ready for 
publication. They are: “On Hemorrhoids,” “De Coitu (on co- 
habitation and aphrodisiacs), “Aphorismi Moysis,” “Commen- 
tary on Aphorisms of Hippocrates,” “Regimen Sanitatis,” 
“Responsa Medicalia,” “Glossarium de Materia Medica,” and 
“Compendium Operum Galeni.” “Regimen Sanitatis” excels in 
worth and charm any similar book written on the subject before 
or since. The third part deals with psychosomatology and tries 
to explain several psychophysical phenomena. This book was 
translated into Latin and first published as an incunabulum. It 
has been published many times since. 

In the same issue D. Margalith of Tel Aviv stated that 
Maimonides (Rambam, or Rabenu Moshe Ben Maimon, or, in 
Arabic, Musa Abu Amran, Ibn-Maimon, Ovaid-Allah) was born 
in Cordova, Spain, in 1135, and died in Fostat, a suburb of Cairo, 
Egypt, in 1204. He devoted most of his life to writing religious 
and philosophical books, and only after 1190 began to write 
medical books, although he had practiced medicine for about 
40 years. In his opinion a good physician must be first of all 
a good man, free of greed, and willing to sacrifice himself for 
the sake of the sick. Rambam and his family had to flee for 
safety from Spain to Egypt, from there to Palestine, and back 
to Cairo, where he spent the rest of his life as court physician 
to the sultan Saladin. Each day, except Saturday, he would 
travel from Fostat to the royal court in Cairo, come back in 
the late afternoon, and, without rest, attend large crowds of the 
sick who had waited for him all day. This strenuous work 
undermined his health, but even on his sickbed he continued 
to give counsel to the sick and needy. 


New University Campus.—The new campus of the Hebrew 
University was dedicated in west Jerusalem in June. Addressing 
the assembly, Mr. Yitzhak Ben-Zvi, President of Israel, said, 
“We are not relinquishing the great library, the Museum of 
Antiquities, the Hadassah University Hospital, and all the other 
buildings on Mount Scopus. When the time comes, we shall go 
back there, but even then, more space will be needed. The 
University of the State of Israel is . . inaugurating a new 
center.” The ceremony was opened by Professor B. Mazar, 
president of the Hebrew University. Dr. George S. Wise, chair- 
man of the university’s board of governors, brought “the heart- 
felt greetings of Professor Albert Einstein.” Dr. James Marshall, 
president of the American Friends of the Hebrew University, 
congratulated the university on its second campus. He recalled 
the first cornerstone laying with General Allenby’s guns boom- 
ing over the Judean hills, and noted how the university had gone 
from strength to strength since that day. Mr. Daniel Auster, 
deputy chairman of the board of governors, who attended the 
ceremony in 1918, also surveyed the growth of the university, 
from a handful of students to over 3,000. The campus is planned 
to accommodate 10,000 students. 

The 500 dunam tract allocated by the government of Israel 
for the new campus is situated between Rehavia and Beth 
Hakerem. It is on a ridge that forms a spur of Givath Ram, 
where the government buildings are to be erected. The northern 
part of the ridge, which is the higher, will form a great open 
space joined to the Ruppin Road. The government buildings on 
the opposite side of the Ruppin Road will form the encircling 
wall of the space on the west and south. On the eastern side 
there will be an unobstructed view of the city. The university 
buildings will be erected around the open space. The new campus 
will take five or six years to complete, and the university will 
be transferred to it in stages. 


Tuberculosis in Israel.—Despite the coordinated efforts of all 
health institutions and services in Israel, tuberculosis is still a 
major disease here. The incidence of tuberculosis at present is 
3 or 4 cases per 1,000, according to Dr. Y. Kott, medical di- 
rector of the hospitals of the Histadruth Disability Fund. This 
figure is similar to that of most European countries, but as late 
as 1947 Israel had one of the lowest tuberculosis rates in the 
world—about 1 per 1,000. The increased incidence may be 
attributed to indiscriminate mass immigration, which brought 
hundreds of tuberculous persons to Israel. In some immigrant 
groups the rate was as high as 10 cases per 1,000. 
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MEXICO 


Visit of Dr. George W. Thorn.—In 1954, the Hospital de 
Enfermedades de la Nutricién in Mexico City started the 
custom of annually inviting a person of medical eminence to 
form a temporary part of its staff as a visiting professor. The 
first to receive this distinction was Dr. George W. Thorn, 
Hersey professor of medicine of Harvard University. He was 
at the hospital for two weeks in March, visited the wards, the 
outpatient department, and some of the research laboratories, 
and tock part in round table discussions. He visited other 
institutions such as the National Institute of Cardiology and 
the National Academy of Medicine and presented the memorial 
lecture of 1954 on the subject of stress at the Hospital de 
Enfermedades de la Nutricién. 


PERU 


Muscular Exertion and Eosinophils——Dr. Manuel Hernandez 
has investigated the effect of muscular exertion on circulating 
eosinophils at the Phisiologic Pathology Laboratories of the 
School of Medicine in Lima (Revista médica peruana, January, 
1954). By determining the hypophysoadrenal reserve after 
muscular exertion, he hopes to contribute to the understanding 
of adrenal function. The work was done at an altitude of 150 
m. above sea level. Sixteen clinically normal medical students 
were exercised on an empty stomach for 20 minutes on a tread- 
mill revolving at 8.08 km. per hour. Differential leukocyte counts 
were made before and after the test and after recovery. Im- 
mediately after the test, an acute rise of leukocytes, including 
eosinophils, was observed. The average increase of the latter 
was 50%. After the subjects had rested 60 minutes, a striking 
fall in the number of these same cells was observed. Serial 
counts were made for four hours. The lowest eosinophil count 
was obtained 200 minutes after finishing the test. At this time, 
all students were found to have eosinophil counts far below 
those obtained under basal conditions. Thirteen of them had a 
fall in eosinophils ranging from 39.6 to 50%. Previously, sim- 
ilar counts were made on the same subjects at rest. The length 
of observation was 3 hours and 20 minutes. From the start, a 
slow progressive fall in eosinophils ranging from 9.8 to 39.9% 
was observed. 

The author concluded that (1) of all the leukocytes the eosino- 
phils show the most consistent reaction to exercise, the vari- 
ation being biphasic and the fall being the more pronounced, 
(2) the initial rise was due to the adrenal response to muscular 
exertion, (3) the continued decrease of eosinophils only was 
due to hypophysoadrenal response to the same muscular exer- 
tion that, like a moderate degree of stress, produces a minimal 
and uncomplicated alarm reaction, since the usual leukocytic 
findings of severe stress were not observed, and (4) barring other 
factors that might produce a fall in the circulating eosinophils, 
the hypophysoadrenal function can be determined by the extent 
of the eosinopenia induced on by a standard muscular exertion. 
In other words, eosinopenia obtained by a standard muscular 
exercise may be taken as a functional test of the adrenal glands. 


Incidence of Cancer in Peru.—The Cancer Detection Center of 
Lima examined 2,000 apparently healthy and asymptomatic 
women between June 6, 1953, and Feb. 15, 1954, and found 
cancer in 27 (1.3%) and benign tumors in 289 (14.5%). Eleven 
of those with malignant tumors were 40 to 49; 10 were 50 to 
59; 5 were 30 to 39, and only one was over 60 years of age. 
Twenty-two cancers were of the uterine cervix (seven of these 
were in situ), two were of the skin, one was of the breast, one 
was of the ovary, and one was of the vagina. Only three cancers 
of the cervix could be diagnosed clinically, while 15 of those 
of the cervix and one of the skin were diagnosed by biopsy 
or cytological examination. In the remainder, the diagnosis was 
presumptive. Only two cancers had metastasized; one was a 
cancer of the ovary that had metastasized to nearby organs and 
the liver and the other, a cancer of the breast, to the axillary 
nodes. 
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Seven women had a radical removal (total hysterectomy for 
cancers of the cervix in situ in 6 and widespread removal of the 
right gluteal region for a malignant melanoma); 18 had roent- 
genotherapy; one had both surgical and irradiation therapy; and 
in one, the patient with ovarian cancer with metastases, the 
lesion was considered to be incurable and was not treated. When 
last seen all 27 were alive; 26 were judged clinically cured. All 
of them will continue indefinitely under observation by the Can- 
cer Detection Center. An incidence of 1.3% with cancer in 
apparently normal persons is higher than that found by similar 
institutions in other countries (0.8% in the Strang Prevention 
Clinic of New York and 0.6% in the New Haven Center). 

Dr. Carlos J. Castellano, director of the Peruvian Cancer 
Detection Center, believes that the high incidence of cancer 
found in Peru may be due, among other things, to a high sus- 
ceptibility to cancer in the Peruvian Indians. He also noted that 
in Peru cancer of the cervix is more prevalent than cancer of 
the breast, in contrast to the figures from the United States. 


SWEDEN 


Public Health Trends.—At a public meeting (Svenska ldkartid- 
ningen, May 7, 1954) attended by the Swedish Minister for the 
Interior and by the head of the Swedish Ministry of Health 
data were quoted to show what progress has been made in 
recent years in public health and allied problems. Between 1930 
and 1953, the number of hospital beds has increased from 
42,000 to 60,000. At the same time the turnover in hospital 
patients has become more rapid; in 1930 the average length of 
stay in an ordinary hospital was 24 days, whereas the cor- 
responding figure for 1952 was 14.4 days. This change is due 
primarily to the great advances in medical science. In 1927 
there were 7,700 deaths from cuberculosis, whereas in 1952 
there were only 1,290. In 1946 the number of new students 
enrolling in medical schools was only 195. In 1948 the Swedish 
Parliament approved the building of a new school of medicine 
in Gothenburg in order to ease the burden on the older univer- 
sities, and at present about 310 new students enroll annually. 
Between 1945 and 1952, the number of physicians in active 
practice rose from about 4,000 to 5,200. By 1960 this number 
should have risen to 6,100. Twenty years ago only about 9,700 
nurses were available, whereas at present there are about 14,000. 
In some fields, however, no advances have been made or con- 
ditions are worse than ever. The virus diseases have proved 
much more refractory to treatment than the bacterial diseases. 
In 1953 there were more than 5,000 patients with poliomyelitis, 
including more than 3,000 with the paralytic form. In the 
autumn of the same year an outbreak of virus pneumonia 
claimed between 500 and 600 victims in one county alone. In 
the last decade the number of admissions to hospitals for poison- 
ing by narcotics has increased more than tenfold, a phenomenon 
reflecting the strain inflicted by modern conditions on the younger 
generation. Another problem is that of the overworked “country 
doctor” who acts as a combined health officer and general 
practitioner. The authorities are now attempting to organize the 
work of these physicians so that they form teams of two or 
three instead of working singly, with no chance to go off duty. 


New Remedies for Alcoholism.—The Stadsmission Polyclinic 
for the treatment of alcoholics, opened in 1946, has provided a 
welcome opportunity for testing modern drugs and devices for 
the benefit of this type of patient. Dr. Helge Kn6és and Dr. 
Géte Johnson of Stockholm (Svenska lakartidningen, May 14, 
1954) report a shift in emphasis with regard to the drug treat- 
ment of acute alcoholism. They are critical of therapy using 
the better-known narcotics, as these are likely to maintain the 
patient’s craving for alcohol when given in large doses and 
may, in their turn, cause habituation. They have found disulfiram 
(Antabuse) useful, but they have reduced indications for it more 
and more. In the acute stage of alcoholism it is seldom helpful 
to give this drug. Psychotherapy is also usually wasted on the 
patient at this stage, but with this reservation psychotherapy 
remains the most important feature of the treatment, whether 
given in or out of the hospital. Since the spring of 1951, en- 
couraging results have been obtained with the oral administra- 
tion of an antihistamine preparation combined with 5 gm. of 
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sodium chloride. Diphenhydramine hydrochloride was admin- 
istered at first; however, it was later replaced by Phenergan 
(Lergigan), one or two tablets of which were given with the 
5 gm. of sodium chloride in the evening. This treatment has 
been very effective in diminishing and often preventing a trouble- 
some aftereffect of anxiety and restlessness. It also helps to 
break the chain of a period of alcoholism, the treatment being 
regarded as successful when the patient can go for a week 
without any alcohol. Among the 125 patients in their series, 
Knoos and Johnson achieved such a result in 84. 


Phenylbutazone.—Dr. Nils Egelius and Dr. Gunnar Nystrém, 
Stockholm, approve of the policy of the health authorities with 
regard to the restriction of the supply of phenylbutazone to 
persons with a special license for it. They also warn against the 
wholesale or indiscriminate use of this drug (Svenska ldkartid- 
ningen, March 19, 1954). They gave the drug by mouth to 14 
patients, 12 of whom suffered from rheumatoid arthritis and 
2 from spondylitis ankylopoietica; intramuscularly to 6; and 
intra-articularly in 12. The duration of treatment ranged from 
7 to 53 days, and the daily dose from 400 to 600 mg. The 
patients with spondylitis noted diminution of pain and increase 
of mobility. The improvement noted by the patients with rheu- 
matoid arthritis was less marked and was mainly subjective, but 
in none of them was any damage to the blood observed. The 
effects of injecting 3 cc of a 20% solution, to which lidocaine 
was added for its anesthetic effect, into large joints were usually 
poor and of short duration. On the other hand, six patients 
with gout responded well and promptly to deep intramuscular 
injections of 3 cc. of a 20% solution given daily for two or 
three days. When given by mouth for rheumatoid arthritis, the 
initial dose was usually 200 mg. three or four times a day, 
followed by a maintenance dose of 200 mg. twice a day. When 
the drug was given by mouth, it did not influence the sedi- 
mentation rate but did have a marked antipyretic effect in one 
patient. 


Fifty Year Jubilee of Svenska Lakartidningen.—The organ of 
the Swedish Medical Association, Svenska likartidningen, came 
into being in 1904. The anniversary was celebrated by the issue 
of a special jubilee number that begins with a greeting from 
Dr. Dag Knutson, who is not only chairman of the association 
but also the publisher of its organ. There follows an article 
entitled “An Editor Looks at Ldkartidningen” by Dr. Gunnar 
Berg, for many years the chief editor. Dr. Gustaf Myhrman, 
editor of the journal from 1940 to 1944, traces the development 
of medicine in the past half century. Prof. (Emeritus) Gunnar 
Nystr6m (who contributed to the journal in 1904) describes 
surgery in Uppsala under Karl Gustaf Lennander at the turn 
of the century. The flowing skirts of the nurses and the bushy 
beard of Lennander himself are but the outward signs of the 
changes which have taken place in the surgical world of the 
past 50 years. A colleague from Finland, Prof. Bertel von 
Bornsdorff, has contributed an article on the functions of a 
medical journal. One of them, he says, is to bring physicians 
news Of advances in medicine before, and not after, they are 
broadcast in the popular lay press. The last article is by Dr. 
Hugo Moller, who, reviewing a lifetime of 90 years, depicts the 
life of a busy physician during one medical revolution after 
another. 


Mental Hygiene Consultations for Students.—A recent motion 
addressed to the Swedish Parliament, recommending state sup- 
port for mental hygiene consultations for students in Stockholm, 
focuses attention on this problem and the measures already taken 
to deal with it on a voluntary basis. In Stockholm alone there 
are about 8,000 students, and their representatives have collected 
funds for the financing of mental hygiene consultations by an 
expert for three hours a week during the school term. In favor 
of an expansion of this modest initiative, it is pointed out in 
the motion that students as a class live under much greater 
mental strain than their nonacademic contemporaries. In Uppsala 
between 1948 and 1952 psychiatric ailments imposed a greater 
number of sickness days than tuberculosis on the students. Prof. 
Bernhard Jacobowsky, the Uppsala psychiatrist, recently cal- 
culated that at least one student in 20 is in need of psychiatric 
advice at some time during his scholastic career. 
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ARMY 


Courses in Care of Atomic Casualties.—The first of four five- 
day courses to be given by the Army Medical Service during 
the present fiscal year on the medical care of atomic casualties 
will begin on Aug. 24. The other three courses will be given on 
the following dates: Oct. 25 to 30, Jan. 10 to 15, and March 
7 to 12. The courses will be presented at the Army Medical 
Service Graduate School, Walter Reed Army Medical Center, 
Washington, D. C. They are open to professional officers, on 
active duty, of the component corps of the Army Medical Ser- 
vice and to professional personnel in the medical services of the 
Air Force, Navy, Public Health Service, Veterans Administra- 
tion, and Federal Civil Defense Administration. Army Medical 
Service personnel should submit applications to the office of 
the Surgeon General, attention: Personnel Division, Career 
Management Branch. All others desiring to attend the course 
should direct their applications through their proper command 
or administrative channels. 


Course at National War College.—Col. Floyd L. Wergeland on 
June 15 completed the 12 months’ course of the National War 
College, Washington, D. C., covering joint high level policy 
and command and staff functions, strategic planning, and 
operations of various government agencies. Owing to the limited 
number of officers permitted to attend the National War College, 
Colonel Wergeland is the first medical officer in four years to 
have been thus selected. His next assignment will be in the Far 
East. Colonel Wergeland formerly was chief of the Education 
and Training Division in the Surgeon General’s office. He is a 
diplomate of the National Board of Medical Examiners and 
has been honored with the Legion of Merit, the Swedish Royal 
Order of the Northern Star, the Army Commendation ribbon, 
the European, African, Mediterranean ribbon, the Asiatic- 
Pacific Campaign ribbon with three stars, and the Army, Navy, 
Air Force medal. For his work in China he was decorated with 
the Chinese Special Order Cloud and Banner with Ribbon. 


PUBLIC HEALTH SERVICE 


Poliomyelitis.—Poliomyelitis cases are running 7% behind the 
total reported this far last year, the Public Health Service 
announced on Aug. 6. For the first seven months of this year, 
9,185 cases were reported, compared with 9,840 cases for the 
same period last year. Both years are far below the record of 
10,582 cases reported in the first seven months of 1952. More 
than a third of the cases this year have been in three states: 
California, with 1,525 cases; Texas, 1,400; and Florida, 619. 
Poliomyelitis incidence in California was also high in 1953, and 
Texas had reported more than 2,000 cases by this time in 1952. 
The incidence in Florida this year is unusually high. For the 
week ending July 31, nearly 1,500 cases were reported through- 
out the country, about 28% more than for the previous week. 
An increase of this size is normal at this time of year, and in- 
cidence will probably continue to rise for a few more weeks. 
Last year the peak occurred during the third week in August, 
and in 1952 during the second week in September. 

State health officers were notified by the Public Health Serv- 
ice of the availability on July 14 of the second allocation of 
gamma globulin for use against poliomyelitis. The allocations 
to states are made under policies established by the Office of 
Defense Mobilization. The Public Health Service is the dis- 
tribution agent. States that have exhausted supplies of gamma 
globulin under the first and second allocations may apply to the 
Public Health Service for an additional supply of the material. 


Courses on Serology of Syphilis—The Public Health Service 
announces that six refresher courses on the laboratory techniques 
of the serology of syphilis (Sept. 13 to 24; Oct. 4 to 15; Oct. 25 
to Nov. 5; Jan. 31 to Feb. 11, 1955; March 7 to 18; and April 
1! to 22) and one on the management and control of syphilis 
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serology by the regional laboratory (May 2 to 13) have been 
scheduled at the Venereal Disease Research Laboratory in 
Chamblee, Ga. The serology courses are designed to acquaint 
the student with the most widely used American methods for 
the serodiagnosis of syphilis and the latest developments or 
modification of technique. A third week of intensive training 
in specific test techniques is available immediately after each 
scheduled course. Lists will be closed one month before the 
starting date of each course. Correspondence should be addressed 
to: Director, Venereal Disease Research Laboratory, Division 
of Special Health Services, PHS, Department of Health, Edu- 
cation and Welfare, P. O. Box 185, Chamblee, Ga. 


SELECTIVE SERVICE SYSTEM 


Classification of Regular and Special Registrants.—The National 
Advisory Committee to the Selective Service System, Washing- 
ton, D. C., on July 16 amended Operations Bulletin no. 88 to 
read as follows: 

1. Persons who have registered under the provisions of section 
3 of the Universal Military Training and Service Act, as amended, 
are referred to in this bulletin as “regular registrants.” 

2. The need for physicians and dentists by the Armed Forces 
should be supplied to the fullest extent possible by processing 
regular registrants for induction. Such registrants shall be 
processed and ordered for induction as regular registrants with- 
out regard to their priority status as special registrants. In the 
case of any such regular registrant who has been ordered for 
induction and has made every effort to secure a commission and 
enter on active duty, the State Director of Selective Service has 
authority under section 1632.2 of the Selective Service Regula- 
tions to postpone the registrant’s induction for the time necessary 
for him to secure a commission and enter on active duty. At the 
time the registrant is ordered for induction he shall be notified 
that the State Director may postpone his induction in order to 
permit him to secure a commission and enter on active duty if 
he furnishes his local board, prior to the date of induction, with 
evidence that he has applied for a commission and active duty. 
The registrant should also be informed that if he is not com- 
missioned and on active duty due to any delay or failure on his 
part that he will be required to report for induction. 

3. A regular registrant who is also a special registrant has a 
dual liability for service under the law. Each such registrant shall 
be classified both as a regular registrant and as a special regis- 
trant, except that no special registrant who is in the fourth 
priority or who is a veterinarian in the third priority shall be 
classified as a special registrant until further instructions are 
issued by this Headquarters. 

4. Local boards should continue to give serious consideration 
to the deferment of a regular registrant or a special registrant 
who holds a degree in either medicine or dentistry in order that 
he may complete up to one year of internship. Such a registrant 
should be placed in Class IIl-A for the purpose of completing 
a residency only if in the opinion of the local board his services 
are absolutely essential to the operation of the hospital and 
should not be so classified merely because of the desire of the 
hospital or the registrant that he complete a residency. 

5. The National Advisory Committee on the Selection of 
Physicians, Dentists, and Allied Specialists has urged that par- 
ticular attention be given to those registrants who were deferred 
as hospital interns or residents during the hospital year ending 
June 30, 1954. Over the past year, the Committee has repeatedly 
urged hospitals not to appoint to their staffs for the hospital year 
beginning July 1, 1954, any physicians who have obligations for 
military service as regular registrants or as special registrants in 
Priority I or Priority Il or in Priority III born after Aug. 30, 
1922. The Committee has also urged State and local advisory 
committees not to support the deferment of such individuals. 
The survey of hospital house staffs conducted by the Committee 
indicates that during the hospital year ending June 30, 1954, 
there were in the hospitals of this country approximately 1,300 
interns and more than 1,000 residents who are in Priority III 
and under 32 years of age. This number will be required -to fill 
the indicated needs of the Armed Forces during the year ending 
June 30, 1955. 
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J. S. SCHIRMER, THE “FIFTH AMENDMENT” QUACK 


On July 20, 1954, Circuit Judge J. Mitchell Cockrill signed 
an order in the case of Tom Gentry, Attorney General, on behalf 
of the People of the State of Arkansas vs. the Eclectic State 
Medical Board and Jacob Sass Schirmer, which read in part as 
follows: 

“ ... This case is submitted to the Court, by consent of the parties, 
upon documentary evidence and the deposition of respondent, Jacob 
Sass Schirmer, introduced on behalf of petitioner; and the defendant 
waiving his right to introduce evidence on his own behalf announced 
through his attorney, Hon. Q. Byrum Hurst, that because of reasons of 
health and advanced age he wished voluntarily to retire from the practice 
of medicine. Thereupon the Court in consideration of the testimony, the 
exhibits and the statement of counsel finds that the license issued to 
Jacob Sass Schirmer, same being No. 657, dated December 12, 1934, by 
the Eclectic State Medical Board, should be cancelled, annulled and 
rendered void and of no effect, and the defendant, Jacob Sass Schirmer, 
enjoined and prohibited from the further practice of medicine in the 
State of Arkansas...” 

Thus the court wrote “finis” to a long, painstaking campaign 
to “unfrock” the state’s best known quack. Looking back, it 
took quite a bit of doing. 

Originally, in the fall of 1953, the Attorney General sought 
to require Mr. Schirmer to appear in court and show cause why 
his license should not be revoked. Schirmer appealed success- 
fully to the Supreme Court on a writ of prohibition, which ruled 
that the eclectic medical board had original jurisdiction. The 
board, however, on receiving the Attorney General’s petition, in 
December, 1953, postponed consideration of the case until May 
of 1954. The Attorney General sought court intervention to 
require the eclectic medical board to hear the matter immedi- 
ately. The threat of this action apparently caused the board to 
agree to an earlier hearing date. In April, 1954, however, the 
board refused to hear any testimony, although the Attorney 
General was ready. The board even sought to bar the press from 
the hearing. The Attorney General then filed a petition for 
certiorari to compel the board to hear the case, or, if the circuit 
court found that the eclectic board had not been diligent in 
hearing the case, to compel the circuit court itself to take the 
case and hear it. The circuit court set the case down for hearing 
on the certiorari. Mr. Schirmer applied for an order from the 
Supreme Court of Arkansas to prohibit the circuit court from 
hearing the case. On June 14, 1954, the Supreme Court handed 
down an opinion that authorized the circuit court to hear the 
case, as that court was of the opinion that the eclectic board 
had neglected its duty. The members of the board were called 
in and were examined before the circuit court as to why the 
board had failed and refused to hear the evidence that the 
state was ready to offer. On the basis of such testimony, the 
court found that the board had not done its duty. Thereupon 
it took jurisdiction and ordered Schirmer to appear for question- 
ing by the state. 

The defendant Schirmer invoked the Fifth Amendment to 
avoid testifying, as he had been ordered to do, in a deposition 
that was taken pursuant to an order of the circuit court on July 2, 
1954. Mr. Hurst, the attorney for Mr. Schirmer, used four 
grounds on behalf of his client as alleged justification for his 
refusal to testify about himself and his career, as follows: 


“1. I am entitled to the right to waive my right to testify or appear 
in person or by counsel at any hearing seeking to revoke my license 
to practice medicine. 





1. Jacob S. Schirmer, report of the Bureau of Investigation, J. A. M. A. 
153: 665 (Oct. 17) 1953. 

2. J. A. M. A. 76: 466 and 537 (Feb 12 and 19) 1921; 82: 2054 (June 
21) 1924; 86: 1469 (May 8) 1926; 88: 928 (March 19) 1927; 103: 116 
Guly 14) 1934; 106: 929 (March 14) 1936; 107:519 and 1405 (Aug. 15 
and Oct. 24) 1936; 112: 1460 (April 15) 1939; 113:711 (Aug. 19) 
1939; 116: 2525 (May 31) 1941; 117: 216 (July 19) 1941; 118: 734 and 
1373 (Feb. 28 and April 18) 1942; 119: 502 (June 6) 1942; 121: 691 
(Feb. 27) 1943; 122:389 (June 5) 1943; 130: 1040 (April 13) 1946; 
237: 1333 (Aug. 7) 1948; 140: 1352 (Aug. 27) 1949. 
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“2. The law provides that I am entitled to a hearing before a board 
of Medical Experts and the Discovery Statute does not apply to this 
type proceeding. 

“3. 1 rely on the constitutional protection against being compelled to 
testify against myself. 

“4. The question is not relevant to the issue.” 

The questioning of Mr. Schirmer covered the salient points 
of his education, “practice,” and personal history, as outlined 
in the lengthy report of the Attorney General published in Tye 
JOURNAL last year.1 By way of comment, the probability is tha; 
Mr. Schirmer was fully aware of the fact that had he testified 
to receiving any medical degrees or having passed any medica] 
licensure examination other than the fraudulent one in the state 
of Connecticut in 1920, he could have been, and probably would 
have been, prosecuted for perjury. This is the same J. S. 
Schirmer who in April, 1951, announced formation of the 
“American Association of Physicians.” The “objectives” of the 
“Association” were outlined in part as follows: 

“(1) The adage ‘in union there is strength’ most certainly applies here. 
A nation-wide union of users of the Koch therapy, working in strict 
harmony with both Dr. Koch and the League, has become a necessity. . , 

“(3) A nation-wide study club for research and collaboration is being 
formed in which every member will be invited to participate. This wil! 
encourage the preparation and publication of scientific papers, case 
histories verified by laboratory findings and make known the beneficial 
results accomplished by the use of glyoxylide. 

“(4) A dignified, bookish quarterly magazine will be published called 
‘The Journal of the American Association of Physicians’ and sent to all 
dues-paying members. . . 

(8) The services of Dr. Koch will be engaged to direct research and 
give instructions through the study ciub at whatever salary he may 
designate within the ability of the Association to pay. It is impossible 
to compensate him beyond what he deserves considering the incomparable 
contribution he has made to the science of medicine.” 

“Glyoxylide” and Dr. Koch have been the subjects of earlier 
reports in THE JOURNAL.? The United States Circuit Court of 
Appeals for the Sixth Circuit at Cincinnati decided in July, 1953, 
that the fact was that Dr. Koch’s contribution to medicine was 
not “incomparable,” except in the fraudulent sense. In the case 
of Koch et al. vs. the Federal Trade Commission (206 Fed. 2nd 
311) the court upheld the contention of the government that 
none of the Koch preparations was of any value whatsoever in 
the treatment of any disease condition and affirmed the order 
of the commission directing Koch, his brother, and his laboratory 
to cease disseminating advertising that claimed any therapeutic 
merit for these preparations. 

It was because of the pendency of the Federal Trade Commis- 
sion action that the Christian Medical Research League, the 
Lutheran Research Society, and, later, the American Association 
of Physicians were organized. All that these pseudoreligious 
quacks were doing was attempting to circumvent the effect of 
the scrutiny of responsible government agencies. Incidentally, 
the “League” is still in business in Detroit, operating “not for 
profit,” selling, at $25 per 2 cc. ampul, Glyoxylide, labeled as 
“a one to a trillion aqueous dilution of partially oxidized Inositol 
and the Reaction Product of acetaldehyde, ethyl alcoho! and 
sulphuric acid.” 

In November, 1951, Mr. Drew Pearson, a columnist, made it 
known that Schirmer had espoused the Lincoln treatment. The 
column stated in part: 

“A blunt, independent New England doctor outlined a mew cancer and 
tuberculosis cure to government physicians at a private meeting on 
Capitol Hill recently called by crusading Sen. Charles Tobey [now 
deceased]. 

“The doctor, Robert E. Lincoln of Medford, Mass., apparently cured 
the senator’s son, Charles, Jr., of a virulent cancer three years ago. 
Young Tobey and another patient whose cancer has disappeared, Dr. 
J. S. Schirmer, past president of the Arkansas Medical Society, backed 
up Dr. Lincoln’s claims at the meeting. . . 

“The Arkansas physician, a gentle, white-haired man, said the treat- 
ment was so effective with him he had instituted it in his private hospital 
at Corning.” 

It is unnecessary to go into the details of all of the errors in 
the Pearson column. In deference, however, to the reputable 
members of the Arkansas Medical Society, it should be noted 
that Mr. Schirmer never held office or membership in that 
society. 

It is necessary, perhaps, to explain briefly what the Lincoln 
preparations are. The “phage” ampul is labeled “H.S.A. [Hemo- 
lytic Staphylococcus Aureus] (Lincolnii) Alpha for Beta].” These 
are sold currently to “Research Fellows” who include some 
doctors of medicine and cultists. A Fort Worth, Texas, naturo- 
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path by the name of Brooks is a “Research Fellow.” Imagine a 
“nature cure” boy using a “germ” treatment! Apparently, how- 
ever, this is a lucrative sort of practice. Patients take series of 
treatments, which include the inhaling of the bacteriophage, for 
cancer, tuberculosis, multiple sclerosis, sinusitis, and “all the 
diseases the cause of which is unknown.” (Observers have re- 
ported that psychotherapy plays a most important part.) The 
originator had some concern, also, about the state of the weather 
when treatments were to be given. 

Prior to July, 1952, the foundation—in which, incidentally, 
Mr. Charles Tobey Jr. has an interest as trustee—recommended 
the use of oxygen as a vehicle to induce introduction of the 
material into the upper respiratory tract. This arrangement, 
however, must have been burdensome to the “Research Fellows,” 
inasmuch as in July, 1952, they were offered an opportunity to 
buy a portable compressor (such as one might find in an auto- 
mobile filling station), presumably to cut down on overhead. 

A committee appointed by the Massachusetts Medical Society 
sought to investigate the claims made by Dr. Lincoln during his 
lifetime. The report stated that the members met with little or 
no success in the matter of obtaining cooperation or supplies 
of the drug for independent study. The New England Journal 
of Medicine commented editorially * on the mentioned effort of 
the committee as well as on its findings with respect to the 
failure of the “phage” in cases of cancer, tuberculosis, and 
multiple sclerosis. It also observed that, despite political pressure 
and the use of the Congressional Record as a means thereof and 
providing a vehicle for the dissemination of promotional material 
sent to patients, the committee had done its work conscientiously 
and with care. 

Only recently has the Committee on Cancer Diagnosis and 
Therapy of the National Research Council reported on its un- 
successful effort to carry on an inquiry into the alleged value of 
the Lincoln treatment in the field of cancer. Although more than 
two and a half years have passed since this committee, composed 
of persons of stature in the field of cancer research, began its 
effort to arrive at a mutually satisfactory means whereby this 
phase of the matter could have scientific attention, nonetheless 
it has been obliged, in the summary of its report, to observe: 

“The formulation of an opinion on the value of a therapeutic pro- 
cedure must be based on documented observations of objective response 
to the therapy, in patients with proven cancer. Because the Committee 
did not receive any supply of the therapeutic agents or any scientific data 
on objective benefits following the treatment of cancer with these agents, 
it has not been possible to undertake clinical trials or to evaluate 
scientific evidence on the response of cancer patients to the bacteriophage 
therapy proposed by Dr. Lincoln.” 

The label of the bacteriophage carries the following statement: 
“Caution: New Drug—Limited by Federal Law to investigational 
use. . . .” The Biologics Control Act (42 U. S. C. 262 (a)) 
states, “No person shall sell, barter or exchange . . . any virus, 
therapeutic serum, toxin . . . or analogous product . . . unless 
(1) such virus, serum, toxin . . . has been propagated or manu- 
factured and prepared at an establishment holding an unsus- 
pended and unrevoked license, issued by the Administrator as 
hereinafter authorized. . . .” The regulations (42 CFR 22.1) 
under this act define a “biologic product” as “any virus, thera- 
peutic serum, toxin, antitoxin, or analogous product applicable 
to the prevention, treatment or cure of diseases or injuries of 
man: (1) A virus is a product containing the minute living cause 
of an infectious disease.” 

In a paper prepared by Dr. Lincoln and read to the Medford 
Medical Society by Dr. A. Ernest Mills of Medford, Mass., on 
Dec. 12, 1951, a copy of which is in the bureau files, it is 
Stated: 

“In trying to discover the reason for the tremendous yearly increase 
of sinus infections among my patients, I successfully isolated two pure 
Strains of the most virulent and disease-producing germs in existence. 
They have been designated hemolytic staphylococcus aureus (Lincolnii) 
alpha and beta. Paired with them in a relationship in which the germ 
Serves as host cell for purposes of perpetuation as well as that of 
multiplication, is a specific and virulent partner virus. . . 

“Both host cells or germs are capable of destroying the red blood 
cells, or damaging any particular tissue in the body by a process of 
toxic congestion; or of causing abscess formations, which may be single, 
Or sO numerous as to join together and cause partial or total destruction 
of both the working or structural tissue of any organ.” 

Despite label provisions, the “phage” is not being distributed 
in accordance with federal law. The fact is that the Lincoln 
Foundation holds no valid, unrevoked license such as is required 
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thereunder. The bureau urges that the Lincoln Foundation be 
accorded the immediate scrutiny of the government agency 
having as part of its duties the enforcement of the Biologics 
Control Act of 1944. 

The bureau congratulates those who have had a part in the 
revocation of the spurious license of J. S. Schirmer. It hopes 
soon to be in a position to do the same in the matter of ending 
the traffic in the “cures” he exploited so successfully during the 
past several years. The American public deserves such pro- 
tection. 


3. The Lincoln Case, New England J. Med. 246: 514 (Mar. 27) 1952. 
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Career: Medical Technologist: 16 mm., color, sound, showing time 23 
minutes. Sponsored by the American Society of Medical Technologists, 
American Society of Clinical Pathologists, College of American Patholo- 
gists. Produced in 1954 by Churchill Wexler Productions, Los Angeles, 
for the National Committee for Careers in Medical Technology under 
grants from the American Cancer Society and the National Cancer Insti- 
tute. Procurable on purchase ($135) from the National Committee for 
Careers in Medical Technology, 1785 Massachusetts Ave., N. W., Wash- 
ington 6, D. C., or on loan (service charge $2) from Committee on 
Medical Motion Pictures, American Medical Association, 535 N. Dearborn 
St., Chicago 10. 


The purpose of this film is to show high school students the 
challenge and opportunities of a career in medical technology. 
The drama starts when Joan, a young student in training to 
become a medical technologist, is confronted for the first time 
in her career with the actual responsibility of acting as a tech- 
nologist. A critically ill patient, badly in need of blood, is brought 
to a hospital. Joan meets the test, and a medical technologist is 
added to those assistants of pathologists who make it possible 
to bring to the patients the benefits of modern medicine. Flash- 
backs, aptly used, carry the viewer to a scene in a high school. 
Advertisements in THE JOURNAL suggest to several students, 
including Joan, a career in medical technology. A visit to a 
hospital is arranged, and Joan is taken through the laboratories. 
The viewer experiences with her the impact of a scene in the 
operating room where the pathologist is given a bit of tissue 
removed from the breast of a woman. Within a few minutes, the 
technologist slices it in frozen state and stains it. The pathologist 
recognizes its true nature under the microscope, and the extent 
of the operation is determined by the pathologist’s findings. The 
skill of the medical technologist helps the pathologist to work 
quickly while the patient is under the anesthetic. Joan also meets 
the bacteriologist, who determines the choice of the antibiotic 
most suitable for destruction of the bacteria that caused the 
patient's infection. The viewer sees how the bacteriologist uses 
a so-called sensitivity test to make her decision. From this flash- 
back the action returns to Joan performing the blood grouping 
test, probably the most critical test made by a medical tech- 
nologist. Joan’s instructor returns just in time to check the young 
student’s results. 

There is drama and tension in these scenes, but no more than 
is experienced in the hospital laboratory every day of the week, 
all year round. The film shows the medical technologist’s career 
as one of service and of opportunity. With the pathologist and 
the physician in charge, the medical technologist shares in giving 
patients the benefits of up-to-date diagnostic and therapeutic 
advances. The value of proper education, the danger of being 
sidetracked by “quickie” training courses, contact with patients, 
the profound satisfaction of being an integral and important 
factor in modern medical service, the opportunity for a career 
in medical research, the occasional lighter moments in the tech- 
nologist’s life, are all convincingly depicted. The action is on a 
high level, without talking down to the audience the film is 
designed to reach. The story is true to life; it is a documentary 
of a few everyday events in a hospital laboratory. This film is 
recommended for high school students. It will also be of interest 
to public school teachers, vocational guidance counselors, parent- 
teacher associations, medical students, and physicians. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Myocardial Infarction in Young Men. J. C. Country. U. S. 
Armed Forces M. J. 5:688-692 (May) 1954 [Washington, D. C.]. 


Country reports observations on 14 patients 35 years of age 
or younger with myocardial infarction observed at a naval 
hospital. The diagnosis was established in 12 cases on the basis 
of typical clinical features plus unequivocal electrocardiographic 
’ changes. In two patients, death occurred before electrocardio- 
graphic studies could be made, but postmortem studies cor- 
roborated the clinical impression. The youngest patient in the 


series was 23 years old and four patients were 27 years of age. 


or under. Three patients died, two of them within three hours 
of the development of the initial symptoms and the third 24 
hours after admission. About half of the patients were heavy 
or obese. This is less percentagewise than that observed by 
French and Dock, who found 91% of their patients to be over- 
weight. The history was negative from a cardiovascular point 
of view in 10 of the 14 patients. There were no premonitory 
symptoms in slightly over half of the group, the symptoms of 
infarction being acute and unheralded. Five patients had mild 
exertional angina or vague chest pains ranging from three days’ 
to three weeks’ duration before the attack. One patient had 
intractable nausea and vomiting for 24 hours prior to the onset 
of acute substernal pain. In general, the findings in these 14 
patients parallel closely those reported by other authors. Over- 
weight occurs too frequently to be coincidental. Too often the 
stocky young man has become tolerant of his obesity and accepts 
it as a familial characteristic. Weight reduction in such a person 
is no guarantee against premature coronary arteriosclerosis, but 
cardiac work decreases as normal weight is approached. Vague 
angina-like symptoms must be viewed with suspicion in young 
persons and deserve electrocardiographic investigation. 


Mondor’s Disease (Subcutaneous Phlebitis of Breast Region). 
G. M. Lunn and J. M. Potter. Brit. M. J. 1:1074-1076 (May 8) 
1954 |London, England]. 


Lunn and Potter call attention to an unusual condition 
characterized by the development of a subcutaneous cord in the 
breast region, usually along a line from the epigastrium to the 
axilla. The condition seems to be uncommon in Britain but, 
since it is self-limiting, medical advice may not be sought. It 
seems to be commoner in France, where it is known as “maladie 
de Mondor,” after Henri Mondor who described cases in 1939 
and who referred to it as “string phlebitis of the chest wall.” 
The authors present histories of five women. The subcutaneous 
cord is often at first painful and tender. Sometimes there is a 
history of recent local trauma or muscular strain or of some 
preexisting febrile episode of malaise, with or without a local 
focus. of infection. In one of the cases, an infected sebaceous 
cyst was situated at one end of the cord. Earlier observers 
attributed this lesion to a superficial thrombophlebitis, although 
no histological examination was made. Mondor described the 
histology in one case and concluded that the cord was either 
a lymphatic vessel or a vein and favored the former as no red 
blood cells were seen. In the present series, the three specimens 
examined all contained red blood cells, so that a lymphatic 
origin can be discounted, although it is of interest that in one 
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case a neighboring lymphatic vessel was involved in the 
inflammatory change. The distinction between arteritis and 
phlebitis is difficult to make, and some prefer the term of 
“angiitis.” The authors believe that from the thinness of the 
muscle band and the paucity of elastic fibers it is much more 
likely to be of venous origin. The disorder is benign and self- 
limiting and may be commoner than is supposed. 


Temporal Arteritis. W. J. Oosthuizen and F. A. K. van Wyk. 
South African M. J. 28:310-312 (April 10) 1954 [Cape Town, 
South Africa]. 


Oosthuizen and van Wyk report on a man, aged 83, with a 
clinical diagnosis of temporal arteritis. A biopsy from the left 
side showed the characteristic changes of temporal arteritis, 
namely, infiltration of the tunica media with plasma cells, 
lymphocytes, and eosinophils, with numerous giant cells present. 
There were proliferative changes in the intima as well. The pain 
and tenderness over the left side of the head disappeared im- 
mediately after the biopsy, and the patient begged for similar 
treatment of the right side. He was observed for a week, during 
which the pain and tenderness persisted undiminished on the 
right. He was then given 20 mg. of corticotropin four times daily, 
and within 24 hours all pain and tenderness disappeared. The 
administration of corticotropin was continued for 12 days, 
during which time the man was free of all symptoms. A biopsy 
was then taken of the right frontal artery, and histological 
examination revealed no particular improvement in the micro- 
scopic picture. 


Medical Treatment of Cardiospasm. H. Necheles, H. Laski, 
L. D. Elegant and R. Baum. Am. J. Digest. Dis. 21:121-123 
(May) 1954 |Fort Wayne, Ind.]. 


JB 305 (N-ethyl-3-piperidyldiphenylacetate hydrochloride), a 
new drug that has both spasmolytic and topical anesthetic 
properties and possesses such a degree of tolerance that even 
large doses do not produce undesirable reactions, was given a 
therapeutic trial in a 10'%2-month-old baby boy and in two 
women aged 26 and 60 with cardiospasm. Two criteria were 
used for the effectiveness of the drug. First, control roentgeno- 
grams with barium suspension were taken and the emptying 
time of the barium into the stomach was recorded. A day later, 
JB 305 in solution was administered, barium was given im- 
mediately thereafter, and roentgenograms were taken 5 and 10 
minutes later. The second criterion was based on subjective 
effectiveness, that is, the patient’s response. The baby boy was 
given syrup containing 10 mg. of JB 305 per teaspoon. Roent- 
genograms demonstrated rapid emptying of barium into the 
stomach in less than 10 minutes after administration of the 
drug. Subsequently the infant received 10 mg. of JB 305 before 
every meal. He made satisfactory progress and gained weight. 
The younger woman was given 200 mg. of JB 305 in syrup, 
30 minutes before meals. Substernal discomfort, which before 
occurred with every meal, disappeared and she was able to eat 
regularly. Roentgenograms demonstrated that JB 305 did not 
speed emptying of the barium meal into the stomach, although 
esophageal peristalsis seemed to increase. In this patient, the 
authors assume that JB 305 diminished the pain caused by over- 
distention and by the peristaltic movements of the esophagus 
against the mass of food. The effects of 200 mg. of JB 305 in 
syrup administered before meals in the older woman were 
similar to those in the younger woman. In two weeks on this 
therapy she gained 4 Ib. (1.8 kg.). Barium, however, stayed in 
the esophagus about as long as previous to treatment with JB 
305. It was assumed that the effect of the drug was on pain 
receptors in the esophagus and that the patient’s improvement 
resulted from the loss of discomfort and pain. The results 
obtained in these patients seem to justify therapeutic trials with 
JB 305 on a larger scale. JB 305 is fast acting, has low toxicity, 
and no undesirable effects. 
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Febrile Hepatosplenomegaly with Arthritis. A. Castellani and 
M. Girolami. Semaine hép. Paris 30:1617-1620 (April 22 
1954 (In French) |Paris, France]. 


Two further cases are reported of a syndrome described in 
three patients by Castellani in 1935 for the first time. It is 
an arthritis accompanied by mild vacillating fever and en- 
largement of the liver and spleen. Its cause is unknown; no 
infectious agent could be found in any case and the Wasser- 
mann reaction was consistently negative. The patients ranged in 
age from 45 to 62. An autopsy was performed on the one. 
woman of the series, who had died in coma. Atrophic cirrhosis 
of the liver was found, together with marked hypertrophy of 
the spleen and osteoarthritis in the knees, feet, and wrists. The 
evolution of this disease is very slow and has proved generally 
fatal. No treatment has been found for it. It differs from Still’s 
disease (infantile polyarthritis affecting the lymph nodes) in that 
it affects adult or elderly persons, does not cause hypertrophy 
of the lymph nodes, finally causes cirrhosis of the liver, and 
has a much worse prognosis. 


Studies on the Duration of Protection Afforded by Active Im- 
munization Against Tetanus. T. B. Turner, E. S. Stafford and 
L. Goldman. Bull. Johns Hopkins Hosp. 94:204-217 (April) 
1954 [Baltimore]. 

Active immunization with tetanus toxoid is highly effective 
and free from untoward reactions. The authors attempt to 
answer the following questions. What is the status of the pro- 
tection against tetanus in immunized veterans and in the multi- 
tude of children born during the past 15 years, since it has 
been common practice to administer tetanus toxoid combined 
with diphtheria toxoid to infants and school children? Is the 
protection permanent? If not, at what intervals should booster 
doses be given? The studies described here were made on 175 
persons, all adults, of whom 145 had been previously immunized 
with tetanus toxoid and 30 had never been so immunized. Of 
the 145 adults previously immunized with tetanus toxoid, 72 
had received no immunizing injection of tetanus toxoid for 5 
to 11 years, while 73 had received such injections more re- 
cently. Data were obtained on antitoxin levels. Considering such 
facts as the undesirable effects of repeated use of horse serum, 
the rarity of clinical tetanus in previously immunized persons, 
and the results obtained in this study, it is recommended that 
in civilian medical practice tetanus toxoid alone be adminis- 
tered when needed in the treatment of injuries sustained by 
persons known to have had active service in the armed forces 
of the United States during or subsequent to World War II. 
The same practice in other persons, both children and adults, 
is probably safe when there is a reliable history of previous 
active tetanus immunization. Once basic tetanus immunization 
has been established, stimulating doses at 5 year intervals are 
recommended, although the evidence suggests that booster doses 
even at 10 year intervals would provide satisfactory antitoxin 
levels in the great majority of persons. Efforts should be made 
to enlarge the proportion of our population enjoying basic im- 
munity to tetanus. As one aspect of this campaign, toxoid should 
always be administered simultaneously, but at a different site, 
with tetanus antitoxin. A second reason for this step is the 
added protection afforded the person who has been previously 
immunized but cannot or does not give such a history. In view 
of the high levels of serum antitoxin attained in many actively 
immunized persons, consideration should be given to the utili- 
zation of such human serum in the treatment of tetanus, and 
ultimately in its prophylaxis, because of the frequency and 
severity of reactions from antitoxin given in horse serum. 


Exacerbation of Leprosy During Present Day Treatment. R. R. 
Wolcott and H. Ross. Internat. J. Leprosy 31:434-440 (Oct.- 
Dec.) 1953 [New Orleans]. 


Experience with a variety of sulfonamide and other com- 
pounds at Carville since 1941 has shown that the majority of 
patients treated respond with subjective and objective improve- 
ment. The degree of bacteriological improvement does not keep 
pace with clinical improvement. The result after years of therapy 
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is often a rather stable leprous process of low grade activity. 
In a very small number of cases, improvement goes on to a 
state of apparent arrest in which there is no evidence of clinical 
activity and Mycobacterium leprae cannot be demonstrated by 
ordinary means. Until 1948, severe exacerbations of leprosy 
were not observed among patients receiving treatment. During 
the past five years, however, exacerbations of leprosy have been 
observed in hospitalized patients receiving sulfonamide and 
other current forms of treatment. Case histories and photographs 
that illustrate typical cases of aggravation of lepromatous 
leprosy are presented. The disease had usually reached a stage 
of apparent quiescence before the occurrence of new symptoms 
and new lesions. Careful observation of patients with exacerba- 
tions failed to reveal any common factor that might have pre- 
cipitated the aggravation. In most cases, the patients had enjoyed 
good general health, and their body weight had been main- 
tained. Intercurrent disease had not been present. Laboratory 
studies had not shown any unusual abnormalities suggestive’ of 
relapse. A few persons had experienced some increase of emo- 
tional strain prior to onset of new lesions. In patients with 
lepromatous leprosy, erythema nodosum had usually disappeared 
from the clinical picture several years before the recrudescence 
of the disease. The possibility of clinical and bacteriological 
exacerbations must be considered in the prognosis of patients 
undergoing modern treatment. 


Demonstration of Antitoxoplasma Properties in Human Serum: 
Preliminary Report. H. M. Jettmar. Wien. klin. Wehnschr. 
66:276-277 (April 23) 1954 (In German) |Vienna, Austria]. 


Unheated human serums to which a fresh suspension of Toxo- 
plasma organisms was added were kept in a thermostatically 
controlled environment at 37 C (102.2 F) for half an hour and 
then were examined with a phase-difference microscope. Three 
groups of Toxoplasma parasites could be clearly distinguished. 
One group showed a completely normal aspect, i. e., a proto- 
plasm of an even steel-blue color with a pronouncedly refract- 
ing sky-blue nuclear substance. The second group showed a 
light grayish-purple color with granulated disintegration of 
protoplasm. There was a rare third group of transition forms 
in which the steel-blue color of the protoplasm was still present 
in the form of larger masses but disintegration and decoloration 
had already started. These parasites are considered as irrevers- 
sibly damaged; they have lost their capacity of moving and 
soon will be changed into shadow-like light grayish-purple ones, 
which are considered dead. This reaction was used for the quanti- 
tative evaluation of the content of antitoxoplasma substances 
in 207 human and in some animal serums. Results were as fol- 
lows: 1. The antitoxoplasma substances are highly thermo- 
labile; handling of serum at 56 C (130.8 F) for five minutes 
already reduces their effect considerably, and after 15 minutes’ 
inactivation in the water bath at 56 C they became completely 
ineffective. 2. Storing of active serums in the refrigerator for 
several days did not exert any damaging effect on the antitoxo- 
plasma substances, which did not lose their effectiveness even 
after being stored for one week. Slight bacterial contamination 
did not cause any impairment. 3. Serums of healthy young 
infants gave negative reactions. 4. Antitoxoplasma substances, 
however, occurred in young children, but the percentage of im- 
paired parasites was small. 5. Serums of adults varied in their 
reactions. Some contained almost exclusively “normal” para- 
sites, while in others 90% of the parasites were impaired. The 
serums of persons aged over 80 contained large amounts of 
antitoxoplasma substances. 6. In human serums with large 
amounts of antitoxoplasma substances there were always single 
parasites with a completely normal aspect; complete destruc- 
tion of the Toxoplasma suspension, therefore, did not occur 
even after mixing with human serum for many hours. 7: In 
dilution series, titers up to 1:64 were observed. (Some of these 
serums raised the suspicion that the persons from whom they 
were obtained had had toxoplasmosis). 8. Antitoxoplasma sub- 
stances also could be demonstrated in the serums of animals. 
Serums derived from cattle proved particularly active. 











1526 MEDICAL LITERATURE ABSTRACTS 


Treatment of Pernicious Anemia with Oral Vitamin B,. With- 
out Known Source of Intrinsic Factor. J. N. M. Chalmers and 
Z. M. Hall. Brit. M. J. 1:1179-1181 (May 22) 1954 [London, 
England]. 


Vitamin Biz. without added source of intrinsic factor was 
given orally in a therapeutic trial in 12 patients with pernicious 
anemia in relapse, with typical blood values, megaloblastic mar- 
rows, and histamine-fast achlorhydria and in 3 patients with 
megaloblastic anemia after gastrectomy, resembling those with 
pernicious anemia in other respects, including their ultimate 
complete response to vitamin B,2 therapy. Single oral doses of 


vitamin B,. in sodium chloride solution varying from 2,000 to° 


9,000 mcg. produced initial hematological responses similar to 
those obtained by a single intramuscular injection of 20 to 100 
mcg. of the vitamin. Daily oral doses of 50 mcg. of vitamin 
B.. combined with 0.2 gm. of the surface agent polysorbate 20 
(Tween 20) taken by the patients when fasting caused significant 
hematological responses. A less satisfactory response was ob- 
tained in one patient who took the same dose of the vitamin 
immediately after the midday meal. The polysorbate 20 did not 
appear to be of value in aiding absorption of vitamin Bi. One 
patient with pernicious anemia in relapse was initially treated 
and maintained in remission for over 18 months with 50 mcg. 
of vitamin Bz. taken orally every night before retiring. While 
preparations for intramuscular use are preferable and more con- 
venient for routine management, it is concluded that, without 
intrinsic factor, vitamin Biz can be given orally and utilized by 
fasting patients with pernicious anemia and that clinical and 
hematological remission can be obtained with vitamin Bis given 
alone orally. 


Penicillin Treatment of Treponematoses with Special Reference 
to PAM in Syphilis. O. Idsge and T. Guther. Tidsskr. norske 
laegefor. 74:275-289 (April 15) 1954 (In Norwegian) [Oslo, 
Norway]. 


Since the introduction of penicillin treatment of syphilis, re- 
liance on this form of therapy in infections with Treponema 
has rapidly increased. A complete reorientation has taken place 
in syphilis therapy. Penicillin treatment alone, without support- 
ing treatment, is regarded as effective, without special side- 
effects, inexpensive, and practical in all cases of early syphilis. 
The Treponema can in most cases be killed by intensive peni- 
cillin treatment with a limited number of injections in early as 
well as late stages of the disease by the use of depot prepara- 
tions with prolonged action. The penicillin action must be con- 
tinuous and relatively prolonged. The minimum treponemicidal 
penicillin concentration in the serum should not be lower than 
0.03 units per milliliter during the treatment. The penicillinemia 
reflects the penicillin concentration in the infected tissue after 
resorption. Of depot preparations, procaine penicillin with 
aluminum stearate (PAM) at present dominates syphilis therapy. 
Such preparations must have defined constant minimum char- 
acteristics. The desired effect on the Treponema in the treat- 
ment of syphilis can be attained with a single large dose or a 
series of smaller doses at suitable intervals. There are important 
advantages in the treatment of early syphilis with an initial 
safety dose of 1,200,000 or 2,400,000 units of this type of peni- 
cillin. The effectiveness of the treatment also depends on the 
number of Treponema in the host. While 300,000 units will 
prevent development of the disease early in incubation and 
900,000 units late in incubation, these doses will give a not in- 
considerable percentage of recurrence in the secondary stage, 
where the usual treatment is from 4,800,000 to 6,000,000 units. 
If the immunobiological processes early in the disease are not 
far advanced and if they are suddenly cut off from further de- 
velopment by adequate penicillin treatment, the host can react 
to a new infection with the usual clinical symptoms of early 
type and/or with increase in an already passive reagin titer. 
If treatment is inadequate, the surviving Treponema increase 
rapidly with serorelapse and/or immediate clinical recurrence 
of early type. To distinguish between reinfection and recurrence 
may be difficult, often impossible. About 80% of the recurrences 
after inadequate treatment of early syphilis appear within four 
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to nine months and thus allow repeated penicillin treatmen; 
while the patient is still under the physician’s care. If the jm. 
munobiological processes are far advanced before treatment jx 
started the serologic examination will play a smaller part than 
in early syphilis in evaluation of the results of the treatment. 
The Treponema are killed, but the serum reagins will be ex. 
creted slowly, with prolonged falling titer or absolute or rela. 
tive seroresistance. Rise in the titer for two or three months 
or persisting high titer indicates continued activity of surviving 


. Treponema. In infection of the nervous system or cardiovascular 


system the treponemicidal effect of the penicillin contributes 
effectively to control of the infection, but degenerated tissues 
cannot be restored. In spite of the massive direct inoculation with 
Treponema that occurs in the fetus in the uterus in pregnancy 
syphilis after the first trimester, preventive penicillin treatment 
of the mother with small doses of this type of penicillin has 
given excellent results. In the symptoms that mark tardy con- 
genital syphilis, penicillin does not give dramatic results; sup- 
porting treatment of various kinds, including corticotropin 
(ACTH) and cortisone in keratitis, is necessary. Preventive or 
abortive treatment of incubation syphilis with relatively small 
penicillin doses intramuscularly is effective, but must be closely 
supervised by the physician. Peroral use of penicillin prophylac- 
tically presents special problems and peroral penicillin pro- 
phylaxis for syphilis cannot be advised. 


Incidence of Malignant Goiter at the Pathological Institute of 
Bern, Switzerland, Between 1910 and 1950, and Its Relation- 
ship to Iodine Prophylaxis of Endemic Goiter. A. Thalmann. 
Schweiz. med. Wchnschr. 84:473-478 (April 24) 1954 (In Ger- 
man) [Basel, Switzerland]. 


In the early 20’s iodine-containing preparations were issued to 
to school children and recruits in the canton of Bern, Switzerland. 
In 1924 the facultative distribution of iodized salt was started, 
and in 1936 an addition of 5 mg. of potassium iodide to each kilo- 
gram of salt used for cooking purposes was introduced as a 
general measure. Necropsy records of the Pathological Institute 
of Bern for the period 1910 to 1950 and records of surgical speci- 
mens obtained between 1910 and 1927 and then between 1940 
and 1950 were studied. Of 30,060 operative specimens obtained 
between 1917 and 1927, i. e., before iodine prophylaxis was 
carried out, 2,823 (9.39%) were those of benign goiters and 
196 were those of malignant goiters, i. e., 6.94% of the benign 
goiters. Of 103,546 operative specimens obtained between 1940 
and 1950, i. e., after the introduction of iodine prophylaxis, 
7,457 (7.2%) were of benign goiter type and 406 were of malig- 
nant goiters, i. e., 5.44% of the benign goiters. The incidence 
of malignant goiters, therefore, was reduced only by 1.5%; 
this is insignificant since it may be explained by other reasons 
such as the tendency to increased surgical intervention in pa- 
tients with benign goiters to prevent carcinomatous degenera- 
tion, resulting in a relative decrease of malignant goiters, and 
the fact that only part of the surgically removed specimens 
are forwarded for microscopic examination, which also con- 
tributes to a relative decrease in the percentage of malignant 
goiters. Of 14,258 necropsies performed between 1910 and 
1950, 3,422 were done between 1910 and 1919, 3,126 between 
1920 and 1929, 3,827 between 1930 and 1939, and 3,883 be- 
tween 1940 and 1950. The number of malignant goiters found 
on postmortem examination was 32 (0.93%) in the period be- 
tween 1910 and 1919, 25 (0.80%) between 1920 and 1929, 36 
(0.94%) between 1930 and 1939, and 46 (1.21%) between 1940 
and 1950. A total of 139 malignant goiters (0.97%) was re- 
vealed by the 14,258 necropsies performed between 1910 and 
1950. The percentage of malignant goiters thus remained con- 
stant in the course of these years despite introduction of iodine 
prophylaxis. Of the various types of malignant goiter, the in- 
cidence of papilloma and giant cell adenoma increased while the 
incidence of sarcoma and carcinoma decreased. The malignant 
goiter occurred most frequently in patients in the fifth decade 
of life, and more frequently in women than in men. Men, how- 
ever, showed a greater tendency to have malignant degenera- 
tion of the goiter than women. 
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Diagnosis of Acute Porphyria. E. G. Saint, D. Curnow, R. 
paton and J. B. Stokes. Brit. M. J. 1:1182-1184 (May 22) 1954 
[London, England]. 

A survey of 25 cases of acute porphyria reported in Australia 
petween 1946 and 1953 indicates an approximate incidence of 
1.5% per 100,000 females aged over 15 years. The occurrence 
of acute porphyria with classical biochemical findings is de- 
scribed in three women, aged 27, 61, and 27, respectively, whose 
earliest symptoms bore little relation to the classical picture of 
the disease. In the two younger women, pain was entirely 
peripheral and was attributed to mild infectious disease. The 
unfolding of neuropsychiatric symptoms and signs followed the 
administration of barbiturates in one of these two patients. In 
the older woman and in the second of the younger women, the 
abdominal pain was due to pancreatitis, proved at necropsy in 
the old patient, and biochemical disturbances in the younger 
one. In all three patients, the diagnosis was eventually estab- 
lished by the identification of porphobilinogen in the urine giv- 
ing a positive reaction to the Watson and Schwartz test (modified 
Fhrlich’s p-dimethylamino benzaldehyde test). The more wide- 
spread use of this simple test in the diagnosis of obscure ab- 
dominal and peripheral pain, hysteria, unexplained depressive 
states, and neuropathy is urged. 


Gout: Summary of Recent Developments in Therapy. E. F. 
Rosenberg. J. Am. Geri. Soc. 2:229-239 (April) 1954 [Balti- 
more]. 

The initial or larval period of gout is generally symptom- 
less; during the second period acute articular symptoms occur; 
and the third period is characterized by articular deformities 
and destruction of organs by tophaceous deposits. If gout is to 
be discovered during the larval period, physicians should ex- 
amine the family members of patients, testing their blood uric 
acid levels and looking for early signs of subcutaneous tophi. 
If the diagnosis is established during the larval stage, the patient 
should limit his intake of foods containing purines, he should 
avoid alcohol, and he should choose occupations that do not 
involve exposure to lead. Treatment during the second stage of 
gout requires two sets of instructions. One is to be followed 
while the patient is free of articular pain and the other for com- 
batting acute attacks. During pain-free intervals purine-contain- 
ing foods should be allowed only in moderation. Protein foods, 
which are low in purines, such as milk, cheese, eggs, and breads 
may be substituted for meat. Glandular meats, including sweet- 
breads, liver, and kidneys, are excluded entirely. Asparagus, 
cauliflower, navy, lima, and kidney beans, onions, peas, and 
spinach, although not rich in purines, contain amounts sufficient 
to justify their avoidance by the severely affected patients and 
use in moderation even by those who have a milder form of 
gout. Whole grain cereals, whole grain bread, and malted cereals 
should also be restricted. Meat stock soups and gravy should 
be avoided. Butter, cream, mayonnaise, and other fats should 
be restricted and replaced by carbohydrates. Foods permitted 
freely include refined cereals (cream of wheat, corn flakes, and 
puffed rice) and white bread or fine rye bread. Fruits are satis- 
factory as desserts, and ice cream, tapioca, cornstarch pudding, 
sherbets, and ices may be permitted. Chocolate cake or pudding, 
spiced cake, cookies, and pies should be avoided. During the 
pain-free intervals salicylates are given to stimulate excretion 
of urates in the urine, and sodium bicarbonate sufficient to 
alkalinize the urine may be given when the salicylate diuresis 
is in progress to avoid crystallization of urates. During an 
attack, the affected extremity should be elevated, and rest should 
be continued until swelling and tenderness disappear. Hot com- 
presses may alleviate pain. A “course” of colchicine should be 
given at the onset of an acute attack. Employment of colchicine 
between attacks is favored by some. Acute attacks occur with 
greater frequency during advanced gout. Analgesic drugs, sali- 
cylates, and strict adherence to dietary restrictions are fuada- 
mental. Surgery may provide relief for articular deformities 
caused by enlarging tophaceous deposits. 


MEDICAL LITERATURE ABSTRACTS 1527 


SURGERY 


Clinical Study of Use of Skin Homografts for Burns. D. Jack- 
son. Brit. J. Plast. Surg. 7:26-43 (April) 1954 [Edinburgh, 
Scotland]. 


Skin homografts were used in the burns unit at the Birming- 
ham Accident Hospital during the last five and a half years in 
36 (or 1.6%) of 2,224 serious burns. The aim of homografts 
is to reduce the size of the open wound with the least dis- 
turbance to the patient. Although homografting provides only 
temporary cover, it limits infection, reduces fluid and protein 
loss, relieves pain, makes dressings less uncomfortable, and 
improves the patient’s appetite and morale. The commonest 
indication for homografts was the size of the burn; if there was 
more than 30% full-thickness loss, early skin cover was con- 
sidered the most urgent need, in order to increase the patient’s 
chance of survival. A second indication was securing the skin 
cover without an anesthetic in patients who were desperately 
ill from some complication of burns such as pneumonia, septi- 
cemia, or encephalitis. Six patients received homografts for 
this reason. A third indication was the involvement of important 
areas such as the hands and face in an extensive deep burn of 
less than 30% full-thickness loss. In these cases, temporary skin 
cover was indicated for the unimportant areas, while the limited 
supply of autografts and limited operating time were devoted 
to securing the best permanent cover for the critical areas. The 
best time to apply homografts is at the first operation, about 
two and a half weeks after the injury. Autografts should be 
used as well as homografts at the first operation, otherwise 
there will be no advance toward closure of the wound when 
homografts disintegrate after about three weeks. When a large 
burn is treated with autografts and homografts at the first 
operation, the wound should be completely covered with grafts. 
The author gained the impression that if more than 5% of 
the body surface is left ungrafted there is steady deterioration 
in the patient’s condition. When sheets of autografts and homo- 
grafts are applied to save life the autografts should be used 
where they are most likely to take; that is, on the limbs. If, 
however, the patient’s survival is not the issue, the face, hands 
and limb flexures are, of course, the most urgent sites to cover 
permanently. Large areas on the trunk and thighs can conven- 
iently be grafted with alternate strips of autografts and homo- 
grafts, each about % in. wide and encircling the body. This 
enables a limited amount of autograft to provide permanent 
cover for a larger area. The percentage “take” and the alternate 
strip method of using homografts, homograft survival time, and 
the use of single and multiple donors are discussed. 


Acute Cholecystitis Following Unrelated Surgery. W. Leon. 
Am. Surgeon 20:549-555 (May) 1954 [Atlanta, Ga.]. 


Leon reviews the records of 21 patients in whom acute 
cholecystitis developed after operations unrelated to the biliary 
tract. There were 14 men and 7 women, a reversal of the ex- 
pected predominance of women in cholecystic disease. Fifteen 
of the 21 patients were over 50 years of age. The type of opera- 
tion preceding the onset of symptoms of acute cholecystitis had 
no relationship to the gallbladder disease. Seven of the opera- 
tions were on the extremities, back, or face, and all of six 
urologic procedures were extraperitoneal in nature. Stones were 
present in the gallbladder in eight patients and absent in six, 
and their presence was not determined in seven. In the absence 
of stones, other causes of cystic duct obstruction must be 
searched for. A factor of considerable importance is the rela- 
tionship of ingestion of food to the onset of the acute attack. This 
interval ranged from one to 16 days, with over half of the 
attacks of cholecystitis occurring within one week after the in- 
gestion. In reviewing the literature on acute cholecystitis after 
unrelated surgery, the author gives particular attention to Glenn's 
report. Glenn’s explanation, on the basis of 17 cases, was that 
for a number of hours before the operation the patient receives 
nothing by mouth, and morphine and atropine are given. It is 
believed that the flow of bile to the gallbladder is relatively 
constant and is not influenced by these drugs. Bile is being con- 
centrated in the gallbladder and there is no stimulation of the 
gallbladder to contract until the patient is given a soft diet. At 
this time there is contraction of the gallbladder which attempts 
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to empty itself of thick, viscid, concentrated bile. If a stone 
blocks the cystic duct, the mechanism for the development of 
obstructive cholecystitis becomes obvious. Leon feels that his 
own studies permit no conclusions as to the cause of acute 
cholecystitis after unrelated surgery. It should be emphasized 
that acute cholecystitis does occur in the postoperative period, 
especially in men over the age of 50. It is the commonest cause 
of acute abdominal disease in the interval after operation, other 
than complications related to the surgery. This fact also 
strengthens the plea of many surgeons who recommend cho- 
lecystectomy in patients with so-called silent gallstones. Treat- 
ment of cholecystitis was conservative in 9 of the 21 cases, 
cholecystectomy was done in 6, and cholecystostomy was done 
in 4, There were two patients in whom cholecystitis occurred 
as a terminal event and the diagnosis was made at autopsy. 
There were three deaths in the series; none was due to chole- 
cystitis. 


Surgical Treatment of the Complications of Posthepatitis 
Cirrhosis. R. J. Coffey and E. J. Lazaro. Mil. Surgeon 114:343- 
346 (May) 1954 [Washington, D. C.]. 


Several follow-up studies have been carried out on represen- 
tative groups of 60,000 veterans who had homologous serum 
hepatitis or epidemic hepatitis. Although the two conditions are 
distinct immunologically, their clinical features and complica- 
tions are identical. Epidemic hepatitis is not always self-limited, 
and serial liver biopsy studies established that a transition from 
acute through latent periods of subacute liver disease to cirrhosis 
does occur, sometimes after months, but usually after longer 
latent periods. The clinical course of posthepatitis cirrhosis is 
essentially the same as that of ordinary portal cirrhosis, although 
it frequently is more rapidly progressive and has a poorer prog- 
nosis. Treatment is, as in the Laennec form, essentially medical, 
but it must be instituted as early as possible, because of the 
tendency to rapid progression. Ascites, portal hypertension, and 
secondary hypersplenism form a triad of complications that not 
only may nullify the internist’s efforts, but may provoke a fatal 
termination. Retention of sodium is the most important single 
factor in the production of ascites, and a low sodium diet is 
usually followed by disappearance of the fluid. In cases in which 
limitation of sodium intake does not have this effect, the ion- 
exchange sodium-removing resins may be employed, but cau- 
tiously, inasmuch as acidosis or hypokalemia may develop. 
Increased venous pressure in the portal system involves the 
danger of fatal hemorrhage from associated esophageal varices. 
Since about half of the patients die within a year after hemor- 
rhage from esophageal varices, a venous shunt operation is 
indicated. Anastomosis of the portal vein to the vena cava per- 
mits decompression of the portal bed. The authors describe 
a case of posthepatitis cirrhosis with recurrently bleeding 
esophageal varices, in which the creation of a portacaval anasto- 
mosis effectively decompressed the portal venous system. In 
another patient, although ascites was corrected with a low 
sodium diet, a splenectomy with an end-to-side splenorenal shunt 
was done. Chronic hypertension of the portal system may cause 
splenomegaly, and hypersplenism usually produces thrombo- 
cytopenia, so that removal of the spleen or ligation of the splenic 
artery may be required. In a third patient a splenectomy was 
carried out because of a secondary hypersplenic state and a sus- 
picion of repeated splenic infarcts. A venous shunt procedure 
was decided against in view of severe hypoalbuminemia and the 
absence of massive hemorrhage from esophageal varices. 


Volvulus of the Cecum: Emphasis on Possible Predisposing 
Lesions of the Left Colon. H. E. Wilson, G. Desforges, H. G. 
Dunphy and A. J. A. Campbell. A. M. A. Arch. Surg. 68:593- 
604 (May) 1954 [Chicago]. 


Of eight women between the ages of 46 and 92 with volvulus 
of the cecum operated on, primary resection of the involved 
segments and ileotransverse colostomy was performed in five, 
cecostomy (anterior resection of the left colon) in one, cecostomy 
(left colectomy) in one, and cecopexy in one. Primary resection 
of the involved segments and ileotransverse colostomy is the 
procedure of choice, but its use depends on the condition of 
the patient and the condition of the bowel at the time of surgery; 
simple detorsion is probably not adequate. The two oldest 
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patients, aged 92 and 78, died postoperatively of broncho. 
pneumonia, one on the fourth and one on the ninth Postoperative 
day. The six surviving patients were completely relieved of their 
symptoms. Seven of the eight patients had acute cecal Volvulus 
and one recurrent or chronic volvulus; the latter case was in. 
cluded because of the strong clinical and x-ray evidence ang 
because surgical intervention completely relieved the patient's 
symptoms. All the patients were women of more or less aq. 
vanced age, although previous reports in the literature indicate 
that volvulus of the cecum is a disease of young adults ang 
occurs considerably oftener in men. Four of the eight patients 
gave definite histories of previous similar attacks and two other; 
had histories strongly suggestive of previous episodes. Four of 
the patients had had previous abdominal surgery and one other 
a previous right nephrectomy, making it seem probable that 
previous surgery and resulting adhesive fibrous bands is a cop. 
tributing factor. Of four patients who had partially obstructive 
lesions in the left colon, three had carcinoma and one a benign 
stricture that probably led to cecal distention and hyperactivity, 
It is stressed that any patient with volvulus of the cecum should 
be studied for obstructive abnormality of the left colon since 
this may be a predisposing factor leading to cecal volvulus and 
may be an otherwise overlooked carcinoma. In the seven acute 
cases reported, a diagnosis of volvulus of the cecum was enter. 
tained preoperatively in five, was suggested in one, and the 
unqualified diagnosis of “intestinal obstruction” was made jn 
another. In all eight patients, the essential criteria were present 
and the diagnosis could have been made preoperatively had 
the authors been more alert to the possibility. Awareness of the 
condition and abdominal roentgenograms are the two most 
important diagnostic aids. 


Cystogastrostomy for Pancreatic Cyst: Report of Case. T. A. 
Lamphier, W. Wickman and N. G. Long. A. M. A. Arch. Surg. 
68:666-676 (May) 1954 [Chicago]. 


Pancreatic cystogastrostomy was carried out in a 43-year-old 
woman with moderately severe diabetes and with the chief 
complaint of epigastric pain of one year’s duration. When the 
abdomen was opened through a left hypochondrial incision, a 
huge pancreatic cyst protruding through the gastrohepatic 
omentum was observed. The size of the left lobe of the liver 
was extremely small, probably as the result of pressure atrophy, 
and there was displacement of the stomach distally. The dome 
of the cyst was anastomosed to the anterior border of the lesser 
curvature of the stomach just below the gastric vessels, and the 
anastomosis was completed with a double row of sutures to 
prevent leakage. The angles of the anastomosis were buttressed 
by suturing into the angles sections of the large omentum. A 
large cigarette drain was placed through a stab wound in the 
left flank, down to the region of the spleen. Three weeks after 
the operation the patient was discharged, much improved and 
eating a full diet. Surgical intervention is indicated in every 
case of suspected or proved pancreatic cyst. Conservative 
therapy proved to be unsatisfactory because of the untoward 
sequelae. One cannot determine before laparotomy whether one 
is dealing with a carcinomatous degeneration of a cyst. Con- 
servative therapy is also contraindicated because of the pos- 
sibility of rupture of the cyst into the peritoneal cavity, with 
the attendant mortality rate of approximately 60%. In the case 
of a small cyst, especially one that is located in the tail of the 
pancreas, or a cyst that appears to be easily removable tech- 
nically without too great a risk of injury to the surrounding vital 
tissues, pancreatectomy is the best treatment. Simple drainage 
by means of a large rubber catheter, a cigarette drain, or mal- 
supialization may be used in lesions unsuitable for excision. 
There are many disadvantages to such management, such as 
the persistence of draining fistulas, the excoriation effect of pan- 
creatic juice on the skin, and the tendency to recurrence. The 
method of internal drainage by anastomosis of the cyst wall to 
the stomach, used in the authors’ case, will obviate the dis- 
agreeable features of external drainage and will insure adequate 
drainage. Skin care is reduced to a minimum, and frequent dress- 
ings are eliminated. It was shown roentgenologically at various 
intervals after pancreatic cystogastrostomy that there were n0 
abnormalities of the stomach at the site of the anastomosis and 
that eventually the cystic cavity disappeared. 
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Complete Non-Rotation of the Gut and Torsion Obstruction of 
the Colon in an Adult (Case Report). W. P. Kleitsch and H. G. 
Reiser. Am. J. Digest. Dis. 21:123-127 (May) 1954 [Fort Wayne, 


Ind.]. 

The occurrence of nonrotation of the bowel complicated by 
large bowel obstruction distal to the cecum is described in a 
31-year-old man. The unusual feature of the case was the fetal 
position of the bowel in an adult. The bowel lay in the fetal 
position so that the duodenal-jejunal junction was to the right 
of the superior mesenteric artery. A long mesentery was present 
and ran for the entire length of the intestine, the only point of 
fixation being at the splenic flexure. This resulted in the small 
bowel’s being mostly confined to the right side of the abdomen 
with the colon occupying the left side. The obstruction was pro- 
duced by the rotation of the cecum in a clockwise fashion on its 
long axis. Excess mobility of the cecum is always associated 
with an abnormally long mesentery of the proximal colon; this 
may result in a mechanical bowel obstruction, previously de- 
scribed as volvulus or torsion. Neither of these terms, in their 
commonly accepted usage, is perfectly descriptive of the patho- 
logical process. Torsion usually implies a twisting on a pedicle, 
and volvulus a twisting of the bowel on its mesentery. In both 
instances the pathological process involves obstruction of the 
blood supply with resulting gangrene of the organ involved. An 
excessively mobile cecum, as in the case reported, will produce 
bowel obstruction without gangrene, because it is a torsion of 
the cecum on the colon, and the long mesentery wraps itself 
about the cecum without interfering with the blood supply. 
The term “cecocolonic torsion” is suggested as much more pre- 
cisely descriptive of the condition, the typical roentgenographic 
characteristic of which is a gas bubble representing the dilated 
cecum in the right lower quadrant; it is identifiable by palpation 
and percussion on physical examination. Untwisting the bowel 
results in a rapid remission of symptoms, but cecal fixation is 
essential to prevent recurrent obstruction. A cecostomy was per- 
formed in the right lower quadrant in order to decompress the 
bowel and simultaneously to provide a firm point of fixation 
of the cecum. Recovery from the operation was uneventful. 


Treatment of Postphlebitic Sequelae. A. Ochsner. South. M. J. 
47:441-447 (May) 1954 [Birmingham, Ala.]. 


The postphlebitic sequelae are edema, recurrent streptococcic 
infection, dermatitis and ulceration, and elephantiasis. Persistent 
edema is usually the result of inadequate therapy during acute 
thrombophlebitis and in many instances is due to persistent vaso- 
spasm. Other causes of postphlebitic edema are venous stasis 
due to incompetence of the valves in the veins and incomplete 
recanalization of the thrombosed vessel. Because of the causal 
importance of vasospasm, patients with postphlebitic edema 
must avoid vasoconstrictor influences such as smoking and ex- 
posure to cold, and they must control their emotions. For sup- 
port of the edematous extremity, the author prefers elastic 
bandages to elastic stockings. The patient must apply the 
bandage before arising in the morning and should not remove 
it until he retires. He should take his bath at night. Avoidance 
of the vasoconstrictor influences and the use of compression 
bandages are all that is necessary in simple edema. In patients 
with severe edema, however, frequent rest periods are essential. 
The lower extremities should be elevated above the level of the 
head two or three times a day for 15 or 30 minutes each time. 
Occasionally smpathectomy is of benefit in postphlebitic edema. 
Recurrent streptococcic infection, another postphlebitic sequel, 
is particularly frequent in warm regions, because of greater 
perspiration, and more fungous infections, particularly epi- 
dermophytosis of the feet. The epidermophytosis can serve as 
a portal of entry for streptococci. Edema favors the growth 
of streptococci, and by adequately controlling the edema the 
recurrent streptococcic infections can be avoided. The treatment 
of postphlebitic varicosities, dermatitis, and ulceration consists 
of the use of compression bandages. Since many of these pa- 
tients have a streptococcic infection, they should receive anti- 
biotics, particularly sulfisoxazole (Gantrisin), over a period of 
ume. They should stay off their feet as much as possible but, 
when in the upright position, should contract their muscles to 
Promote the movement of lymph. After the acute manifestations 
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have subsided, during which time the ulcer often heals, radical 
extirpation of all the superficial varicosities should be accom- 
plished by stripping of the long saphenous vein and removal of 
all the other varicosities, together with ligation of the com- 
municating veins. In patients with ulceration or marked fibrosis 
of the skin, excision of the ulcer and abnormal skin followed 
by grafting is important. A preliminary sympathectomy to in- 
crease the blood flow to the area will facilitate the healing of 
the skin graft. For elephantiasis, which fortunately is a com- 
paratively rare postphlebitic sequel, the author recommends a 
modification of the Kondoleon operation, which consists of the 
removal of the subcutaneous tissue down to and including the 
fascia. It is usually done in two stages, removing the fibrotic 
subcutaneous tissue first on one side of the extremity and 6 
months later on the opposite side of the same extremity. 


NEUROLOGY & PSYCHIATRY 


Osteitis Deformans (Paget’s Disease) of the Spine with Com- 
pression of the Spinal Cord: Report of Three Cases and Discus- 
sion of Surgical Problems. E. W. Amyes and P. J. Vogel. Bull. 
Los Angeles Neurol. Soc. 19:18-21 (March) 1954 [Los Angeles]. 


The vertebral column is one of the areas most commonly 
involved in Paget’s disease, yet spinal cord compression is 
considered a rare complication. Amyes and Vogel feel that the 
paucity of reports of cord compression with Paget’s disease 
might be due to a lack of interest in treatment of an incurable 
disease and that, if it were recognized that laminectomy is 
usually followed by improvement, more interest would be 
aroused in the study of this complication. They present the 
histories of three patients. The first one, a man, aged 62, had 
felt progressive weakness and numbness in the legs for about 
one year, and before surgery was resorted to complete para- 
plegia had developed. Paget’s disease was demonstrated by 
roentgenoscopy of the spine. A decompression laminectomy was 
performed extending from the fourth thoracic to the first 
lumbar vertebra inclusive. Microscopic examination of the 
fragments of bone removed showed typical Paget’s disease. The 
postoperative course was very stormy. Approximately 11 
months after surgery, the patient had regained control of his 
sphincters and was able to walk with help. The second patient, 
a man, aged 30, had pains in the lower back and posterior 
thighs. There was a spinal fluid block at the 12th thoracic 
vertebra, and roentgenograms of the lumbar and lower dorsal 
spine showed some compression of the body of the 12th thoracic 
vertebra. A laminectomy was performed and the spines and 
lamina of the 11th thoracic to the Ist lumbar vertebrae were 
uncovered. Microscopic examination of the bony fragments 
removed revealed typical Paget’s disease. The patient was 
troubled for several days by flexion spasms of the lower 
extremities. At the time of his discharge, these spasms had 
disappeared and he was comfortable as long as he wore a back 
brace. The third patient was a woman, aged 73, who had weak- 
ness in both legs and numbness in the saddle area. A myelogram 
demonstrated narrowing of the canal. This woman was not 
operated on. Osteitis deformans or Paget’s disease has long 
been known to produce neurological disturbances. When cord 
compression occurs, it is usually in the thoracic region and 
apparently is more apt to affect men. Improvement in the 
neurological status usually follows laminectomy. 


Cortisone in Immediate Therapy of Apoplectic Stroke. H. I. 
Russek, B. L. Zohman and A. S. Russek. J. Am. Geri. Soc. 
2:216-222 (April) 1954 [Baltimore]. 


Fifteen patients with apoplectic stroke were treated with cor- 
tisone within 48 hours after the onset of symptoms. The cause 
of the cerebrovascular occlusion was diagnosed as thrombosis 
in nine cases, embolism in three, and hemorrhage in three. Three 
patients (all with cerebral hemorrhage) were in coma when 
treatment was instituted, and in six others the symptoms were 
also severe. Six patients had hemiparesis on the right, conjugate 
deviation of the eyes, and clouded consciousness. Facial weak- 
ness, aphasia or dysarthria, and difficulty in swallowing were 
found in several of the latter. Three patients showed a mild 
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hemiparesis on the left. In most instances 300 mg. of cortisone 
was administered orally in divided doses on each of the first 
two days, with progressive diminution to a maintenance dose 
of 50 mg. daily through the third week. In three patients the 
course of cortisone was intentionally discontinued at the end 
of the first week, but in two of these it was resumed afier several 
days. Cortisone was administered parenterally in patients who 
were comatose or who had difficulty in swallowing. Cortisone 
was not beneficial in the three patients who had a cerebral 
hemorrhage. Strikingly favorable effects were obtained in 9 of 
the 12 patients with hemiplegia due to cerebral thrombosis or 
embolism. A dramatic change was noted in the mental and 
emotional status of these patients within 24 hours after corti- 
sone was given. Apathy, mental confusion or depression, and 
somnolence or stupor gave way to an alert mind, exhilaration, 
or mild euphoria. As a result of psychomotor stimulation, im- 
proved motivation, and sense of well-being, active rehabilitative 
measures were effectively instituted without difficulty after only 
one or two days of cortisone therapy. There was a rapid im- 
provement in paresis of the extremities, in aphasia and in conju- 
gate deviation of the eyes. Remarkable neurological recovery 
had occurred in all patients by the end of the third week of 
cortisone administration. The authors conclude that cortisone is 
a valuable addition to the therapy of acute cerebral thrombosis 
or embolism, a disease that until now has been viewed, at best, 
with expectancy and, at worst, with defeatism. 


Treatment of Guillain-Barré Polyradiculitis with Corticotropin 
(ACTH). A. F. Essellier and E. Kopp. Schweiz. med. Wchnschr. 
$4:485-487 (April 24) 1954 (In German) [Basel, Switzerland]. 


Recent pathological studies demonstrated a similarity of the 
microscopic picture of the Guillain-Barré syndrome with that of 
the so-called hypersensitivity diseases, consisting of edema of 
nerve sheaths, secondary degeneration of medullary sheaths, 
and, in later stages, of fragmentation and breaking down of 
axis cylinders without considerable cell infiltration. Because of 
this similarity of the anatomic substrate, corticotropin was given 
to three men and one woman with Guillain-Barré syndrome at 
the medical clinic of the University of Zurich. The patients re- 
ceived for 14 days either an eight hour intravenous infusion of 
25 mg. of a proprietary preparation of corticotropin (Cortrophin) 
or an intramuscular injection of 40 I. U. of a Swiss proprietary 
preparation of corticotropin-gel (Cibacthen-Gel). The results 
were as follows: A favorable immediate response to the treat- 
ment with improvement in motor and sensory function was 
seen in four of nine cases (five from the literature). Progression 
of the disease did not take place in the course of the treatment in 
seven of the nine patients, but it was not possible to decide 
whether this was the result of the corticotropin therapy or of 
spontaneous remission. The duration of the disease (11 weeks 
on the average) was not shortened as compared with that in nine 
patients with Guillain-Barré syndrome who were treated with- 
out corticotropin. Administration of the hormone is advisable 
in mild cases with a slowly progressing course, and is definitely 
indicated in grave cases with a rapidly progressing course. 


The Role of the Muscles in the Aetiology of Headache. D. E. 
Marmion. J. Roy. Army M. Corps 100:99-106 (April) 1954 
{London, England]. 


Marmion calls attention to a common causative factor in head- 
ache, which is frequently overlooked. Every physician is 
familiar with the sustained spasm of muscles in the region of an 
injured joint or over an inflamed viscus, but many forget that 
the same reflex spasm may occur as a result of painful lesions 
of the head and neck and that this spasm may in itself give rise 
to further pain. The general increase in muscular tone that 
accompanies emotional tension, anxiety, and apprehension is 
common knowledge, but the significance ot this mechanism as 
a cause of headache is often forgotten. Prolonged muscular con- 
traction about the head and neck may result from many causes 
—reflex spasm secondary to migraine or other headache, sinu- 
sitis, pharyngitis, otalgia, ocular disease, adenitis, arteritis, or 
lesions of mouth, teeth, jaws, skull, or cervical spine; disorders of 
the muscle itself, such as fibrositis, sprains, bruises, and scars; 
physiological disturbances of muscular action and balance, that 
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is, faulty or unaccustomed posture and fatigue; neurologica| Con. 
ditions, for instance, neuritis, neuralgia, pressure on Nerves 
many intracranial conditions (meningitis, posterior fossa tumop, 
tetanus, etc.; and emotional tension. The author presents the 
histories of eight patients to illustrate the more important fes. 
tures of muscular headache. While it is impossible to Change 
a patient’s obsessional or worrying temperament, much can be 
done to help him acquire the right attitude toward these things 
Instruction in relaxation is important. Local application of hea 
massage, manipulation, and active exercises help to reliey 
muscle spasm and disperse fibrositic nodules. Injections of pro- 
caine into painful spots are sometimes effective in breaking 4 
vicious circle of pain-spasm-pain. Mild sedation helps relaxa. 
tion, and specific muscle relaxants such as mephenesin (Myanesin 
have also been used for this purpose. 


Streptomycin, Isoniazid, and Psychic Disturbances. M. Porot. 
Presse méd. 62:624-627 (April 24) 1954 (In French) [Paris 
France]. 


Three new psychiatric problems have been created by the 
introduction of specific antituberculous drugs, especially Strep- 
tomycin and isoniazid. These have to do with (1) the psychic 
disturbances (moderate or severe) caused by the use of the 
drugs; (2) the psychiatric manifestations associated with tuber- 
culous meningitis, now that it is curable; and (3) the possibility 
that these drugs may prove useful in the treatment of psychic 
disturbances, whether or not they are tuberculous in origin, 
The moderate psychic disturbances found in patients treated 
with streptomycin include headache, vertigo, some diminution 
of memory and lessening of mental power, and transient 
euphoria; those induced by isoniazid, on the other hand, are 
usually hypomanic in character and consist of euphoria, ex- 
pansiveness, intellectual exaltation, and ready laughter, as well 
as sensorial hyperesthesia and mental changes (sometimes quite 
slight). Severe disturbances may also follow the use of these 
antituberculous drugs; thus massive, occasionally fatal, en- 
cephalic disorders of a toxic or allergic type (tetanic crises, 
epileptiform convulsions, and coma) have been reported in pa- 
tients treated wiih streptomycin, while isoniazid, as might be 
expected, gives rise to manifestations of a maniacal or con- 
fusional character. The manner in which streptomycin and 
isoniazid affect the nervous system is not yet clear, but it is 
probably both toxic and allergic. The successful use of anti- 
tuberculous drugs in the treatment of tuberculous meningitis 
has changed the course of the disease from one that was always 
fatal to one that may be prolonged and that is often accom- 
panied by psychic and mental disturbances. The mental con- 
fusion and fatigability or prostration characteristic of the early 
stages usually disappear in a few weeks under the influence of 
antituberculous therapy, but a more serious syndrome of con- 
fusion, hallucination, or delirium may persist indefinitely in 
patients with subacute tuberculous meningoencephalitis. The 
various postencephalitic sequelae found in children who have 
been cured of tuberculous meningitis respond as a rule to 
judiciously applied therapeutic and educational measures. The 
use of antituberculous drugs in the treatment of mental disturb- 
ances resulting, either certainly or probably, from tuberculous 
disease is still in an experimental stage; some interesting results, 
however, have already been obtained by this method. Various 
nontuberculous psychopathic patients have also been given strep- 
tomycin and isoniazid, but their number is too small to warrant 
any expression of opinion in regard to the efficacy of the treat- 
ment. 


Hereditary Paralysis Agitans. H. Hove. Ugeskr. laeger 116:614- 
616 (April 22) 1954 (In Danish) |Copenhagen, Denmark). 


Thirteen of the 24 members comprising three generations of 
a family presented symptoms of genuine paralysis agitans. There 
was no history of a preliminary encephalitic phase. As in the 
familial cases reported in the literature, tremor was the first 
symptom. Inheritance seems to be dominant. The syndrome as 
a rule set in between the ages of 20 and 30 and took either 4 
benign course, in which tremor was the sole symptom for years, 
or a more rapidly progressive course with development of 4 
typical incapacitating Parkinsonism. 
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Peripheral Neuropathy and Myopathy Associated with Bron- 
chogenic Carcinoma. K. W. G. Heathfield and J. R. B. Wil- 
liams. Brain 77:122-137 (March) 1954 [London, England]. 


Heathfield and Williams observed two cases of peripheral 
sensory neuropathy, one case with myopathic changes, one case 
with mixed peripheral neuropathy, and one case with an ob- 
scure myopathy. All five were associated with carcinoma of 
the bronchus. The clinical and pathological features of the cases 
are compared with those recorded in the literature. The authors 
say that, although earlier investigators reported peripheral 
neuritis in malignant disease, a definite association between 
peripheral neuropathy and carcinoma of the bronchus was not 
established until Denny-Brown reported two cases in 1948. 
Denny-Brown showed that the primary lesion in the peripheral 
nervous system was a chronic degenerative process of the cells 
of the posterior root ganglions with secondary degeneration of 
the posterior nerve roots and the sensory fibers in the peripheral 
nerves. Wallerian degeneration was present in the posterior 
columns and the skeletal muscles showed pathological features 
that he termed a chronic myositis. At a hospital in Britain, 
where numerous cases of malignant disease were sent for deep 
x-ray therapy, there were 5 cases with peripheral neuropathy 
among 229 cases of bronchial carcinoma. The neuropathy in 
these five cases was of a mixed type, with maximal involvement 
of the motor nerves. None of the findings described by Denny- 
Brown was present. It seemed, therefore, that there might be 
variations even within the syndrome. Bronchial carcinoma may 
be associated with muscular disorders and the clinical picture 
may resemble myasthenia gravis or myopathy of late onset. 
The authors stress the necessity of a thorough study of the 
chest in all cases of peripheral neuropathy or myopathy in the 
older age group. 


GYNECOLOGY & OBSTETRICS 


Pelvic Tumors Other Than Fibroma of the Ovary with Ascites 
and Hydrothorax. J. V. Meigs. Obst. & Gynec. 3:471-486 (May) 
1954 [New York]. 


Meigs’ syndrome, or Demons-Meigs’ syndrome, has been de- 
fined by Meigs as being limited to cases presenting (1) fibroma 
of the ovary and thecomas, granulosal cell tumors, and Bren- 
ner tumors; (2) ascites; (3) hydrothorax; and (4) cure after re- 
moval of the tumor. The literature was examined for cases 
labelled as Meigs’ syndrome that failed, on closer inspection, 
to fulfill these requirements. Reports were found of 26 cases 
with fluid in the abdomen and chest caused by benign tumors 
other than fibromas (cysts, leiomyomas, teratomas, papilloma) 
and 14 with malignant tumors. It is interesting that in the latter 
cases, the chest fluid not only vanishes on removal of the ovarian 
neoplasm, but is not due to metastases, nor does it contain 
malignant cells that can be recognized by the cytological method. 
Ten case histories are presented. The problem of why pelvic 
tumors other than fibromas should give rise to symptoms similar 
to those of Meigs’ syndrome is not easily understood. In view 
of the large preponderance of fibrous tumors, however, Meigs 
prefers to limit the true syndrome to them alone. Other tumors 
giving rise to ascites and hydrothorax are considered as sepa- 
rate entities. The division is arbitrary, less satisfactory when 
considering the benign simple cysts, but very real for leiomy- 
omas, teratomas, papillomas, and malignant tumors. The im- 
portance of the knowledge of chest fluid in pelvic tumors is 
very great, for some patients who are considered in hopeless 
condition may be curable. 


The Value of Placental Localization in the Last Trimester of 
Pregnancy. E. Siris and G. G. King. Jj. Am. M. Women’s A. 
9:137-142 (May) 1954 [New York]. 


Knowledge of the placental site is of great aid in the manage- 
ment of many of the complications that may arise during the 
third trimester of pregnancy. Placental position is important in 
the differential diagnosis of bleeding, in cephalopelvic dispro- 
portion when cesarean section is indicated, in repeat cesarean 
sections, in atypical fetal positions, in failure of the fetus to 
engage, in polyhydramnios, and in the differentiation of soft 
tissue masses interfering with fetal engagement. Localization 
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of placental site is probably most helpful in the differential 
diagnosis of bleeding during the last trimester. Not only can the 
diagnosis of placenta previa usually be established, but, the 
type of previa, whether central, partial, or marginal, can be 
determined. The three films needed for placental localization 
are taken with standard technique. 1. A soft tissue film of the 
lateral abdomen is taken with the patient in the erect position. 
A compensating wedge filter of aluminum is of great aid in 
preventing overexposure of the thinner anterior portion of the 
uterus, while obtaining sufficient density to visualize the posterior 
portion. 2. A true lateral view of the pelvis helps in judging 
anterior or posterior displacement of the presenting part in 
relation to the pelvic inlet. 3. An anterior recumbent film of 
the abdomen is taken to supplement the other two views. 4. 
Occasionally, oblique views are needed when the placenta is 
not otherwise demonstrated. Visualization can be accomplished 
without discomfort to the mother, and the radiation received by 
the fetus is small and, at this stage of development, is without 
danger. 


Abruptio Placentae and Placenta Previa. H. Hu. J. Am. M. 
Women’s A. 9:143-145 (May) 1954 [New York]. 


At the Children’s Hospital of San Francisco 205 cases of 
abruptio placentae and 51 cases of placenta previa occurred 
among 11,023 deliveries during the period from January, 1948, 
through December, 1952. The incidence of abruptio placentae 
previae was 1 in 54 deliveries and that of placenta previa was 
1 in 216 deliveries. The incidence of abruptio placentae was 
higher at this hospital than in other institutions, but preeclampsia 
was low, there being only 10 cases (4.87%), as compared with 
percentages ranging from 21 to 65 at other institutions. None 
of the patients with abruptio placentae had a history of trauma. 
There was one maternal death. Cesarean section was performed 
in 59 patients (28.7%) with 40 live births, 9 stillbirths, and 
10 neonatal deaths. Postpartum hemorrhage occurred in 5 of 
the 146 vaginal deliveries; it was controlled by oxytocic drugs 
in 4; the fifth patient required uterine packing. Thirty-eight 
patients received transfusions, and the importance of giving 
blood as soon as possible in serious hemorrhage was demon- 
strated. For this purpose, the author advises holding 2 units 
of type O (4), Rh-negative blood in reserve so that, in an emer- 
gency, it can be given without typing or cross matching and with 
minimal risk of transfusion reaction. Discussing the cases of 
placenta previa, the author says that placentography has been 
a great aid in the diagnosis. Radiologists estimate that more 
than 90% of placentas can be visualized in pelvimetric films. 
In some cases, the radiologist suggested the possibility of pla- 
centa previa (on the basis of an increased space between the 
fetal skull and sacral promontory), before the clinical diagnosis 
was made. Six cases of clinically suspected central placenta 
previa were confirmed by roentgenoscopy. Delivery was accom- 
plished by cesarean section in 31 of the 51 patients (60.7%) 
with placenta previa. Of the 20 vaginal deliveries, 3 were spon- 
taneous, the others requiring the use of forceps or other aids. 
Nine women required transfusions of from 500 to 1,500 cc. 
of blood. The fetal mortality rate in abruptio placentae was 
18.5%; in placenta previa, it was 13.7%. These figures are low 
in comparison to those reported by others. 


Cervical Mucus Arborization: Its Use in the Determination of 
Corpus Luteum Function. B. Zondek and S. Rozin. Obst. & 
Gynec. 3:463-470 (May) 1954 [New York]. 


The authors have devised a test for corpus luteum function 
based on the changes occurring in the cervical mucus during 
the normal menstrual cycle. Arborization in the cervical mucus, 
which the authors term the “palm leaf” reaction, is seen in 
mucus obtained during the intermenstruum, spread on a slide, 
and left to dry in the air. This phenomenon is not specific for 
cervical mucus, but appears in all mucous secretions of the 
body as well as most body fluids. It occurs on the encounter 
of proteins or their catabolic products with certain electrolytes 
(NaCl, KCl, or KBr). Carbohydrates (monosaccharides and 
polysaccharides) also show a phenomenon similar to arborization 
on addition of electrolytes. The presence of salts is decisive and 
indispensable. The typical picture of premenstrual or post- 
menstrual mucus is one of an abundance of vaginal and cervi- 
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cal epithelial cells, leukocytes, and mucous masses. The test 
must be performed twice in a month, in the intermenstruum and 
the premenstruum. Arborization of cervical mucus, based on 
the production of salt-containing mucus, is caused by estrogenic 
hormone. A single injection of 1 mg. of estrone or 0.3 mg. of 
estradiol is capable of producing the phenomenon of arboriza- 
tion. The action of 1 mg. of estrogenic hormone in producing 
arborization is inhibited by 15 mg. of progesterone. The nega- 
tive reaction in the postmenstruum is due to insufficient pro- 
duction of estrogenic hormone. In the premenstruum, it is caused 
by counteraction of estrogenic hormone by progesterone. This 
fact offers the possibility of concluding from a negative re- 
action in the premenstruum that the corpus luteum is produc- 
ing progesterone normally. This was confirmed by comparing 
the palm leaf test with the anatomic development of the endo- 
metrium in normally menstruating women (endometrial biopsy). 
The palm leaf test can be utilized diagnostically for determining 
corpus luteum function, provided that a hypoestrogenic cycle 
and functional disturbance in the cervical glands (“dysmucor- 
rhea”) are excluded. With these two reservations, endometrial 
biopsy can be replaced by the palm leaf test. A positive palm 
leaf test in the intermenstruum, which becomes negative in the 
premenstruum, indicates normal production of progesterone and, 
therefore, normal corpus luteum development and ovulation. If 
the palm leaf test remains positive, even in the premenstruum, 
this finding may be utilized to diagnose an anovulatory cycle if 
it is strongly positive. If only slightly positive, it should not 
be so utilized. 


A Clinicopathological Study of Estrogenic Ovarian Tumors. 
R. W. Burslem, F. A. Langley and A. S. Woodcock. Cancer 
7:522-538 (May) 1954 [Philadelphia]. 


Of 67 women with estrogenic tumors of the ovaries, 25 had 
granulosa cell tumors, 2 tubular androblastomas, and 40 
thecomas and fibromas. Clinical evidence of estrus producing 
activity shown by precocious puberty, menstrual disturbance, or 
postmenopausal bleeding was found to be of the greatest diag- 
nostic value; it occurred in 18 patients with granulosa cell tumors 
and in 20 patients with thecoma-fibromas. There were no other 
symptoms distinct from those produced by ovarian tumors in 
general. Seven of the 25 granulosa cell tumors were malignant, 
and 6 of these occurred in patients after the menopause. None 
of the tumors in the thecoma-fibroma group was malignant. 
Before the menopause, therefore, oophorectomy seems to be a 
suitable surgical treatment for tumors that appear benign at 
the time of surgical intervention, but in postmenopausal patients 
panhysterectomy with bilateral salpingo-oophorectomy should 
be performed. A careful follow-up is necessary, for recurrences 
of the granulosa cell tumor occurred in two patients six and 
eight years respectively after surgical intervention. Microscopic 
findings are described in granulosa cell tumor, tubular andro- 
blastoma, and thecoma-fibroma. The features by which other 
workers attempted to differentiate between thecoma and fibroma 
are analyzed, and it is shown that, in general, a clear-cut dis- 
tinction between thecoma and fibroma is not possible. The histo- 
genesis of the three groups is discussed. Their related features 
are explained on the basis of their common origin from the 
celomic mesenchyme. Their maximum incidence about the meno- 
pause supports the suggestion that increased output of pituitary 
gonadotrophin stimulates latent tissue competences in the ovary 
to tumor production. Experimental tumorigenesis in the ovaries 
of rats and mice is quoted as further evidence for this theory. 
Doubt is expressed as to the truly neoplastic nature of some of 
these tumors, and it is considered that many are hyperplastic 
rather than neoplastic. 


The Birth of Quadruplets, with an Account of the Placentas and 
Fetal Membranes. R. R. Ryan and G. G. Wislocki. New Eng- 
land F Med. 250:755-758 (May 6) 1954 [Boston]. 


The course of gestation and birth of quadruplets to a 26-year- 
old multiparous woman are described. The after-birth of the 
quadruplets was obtained in an excellent state of preservation. 
It formed a single large mass weighing 1.931 kg. The specimen 
from the maternal side included two placental masses separated 
by 2 or 3 cm. of membranous chorion and decidua, and each 
was composed of two fused placental disks. One pair of placentas 
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belonged to male twins, who were identical; in this pair the 
placental blood vessels anastomosed freely between the jnjj- 
mately joined placentas, and the gestation sacs were Separated 
by a partition consisting only of amniotic membranes fused back 
to back. The other pair of placentas belonged to the fraternal 
twins, a boy and a girl; in this pair the placental disks were 
loosely joined, the blood vessels did not anastomose, and the 
Partition between the gestation sacs consisted of both amnion; 
and chorions. From these findings it is concluded that the 
quadruplets originated from three eggs, one female and two 
male, with the subsequent formation of identical twins by one 
of the male zygotes. The sequence of birth was as follows: firs, 
the girl, followed by one of the identical boys, the singleton 
boy, and finally the other identical boy. 


PEDIATRICS 


The Rubella Problem: Clinical Aspects, Risk of Fetal Abnor- 
mality, and Methods of Prevention. S. Krugman and R. Ward. 
J. Pediat. 44:489-498 (May) 1954 [St. Louis]. 


In 1941 Australian authors reported that rubella contracted 
during pregnancy may cause congenital malformations in the 
newborn. Krugman and Ward review the clinical aspects of 
the infection. Its diagnosis, which is easy to make during an 
epidemic, becomes difficult under other circumstances because 
of the absence of a pathognomonic sign, lack of a specific diag- 
nostic test, and similarity to other diseases. The differential 
diagnosis includes many infectious diseases, such as measles, 
exanthem subitum, and scarlet fever, and skin eruptions. It may 
be necessary to observe the patient for two to three days before 
making a definite diagnosis. A review of literature indicates that 
gamma globulin, either ordinary or from convalescents, is not 
consistently effective as a prophylactic against rubella. There 
is some evidence that it may modify the disease so that it can 
occur without the rash and thus give one a false sense of security, 
The risk of congenital malformations resulting from rubella 
infection in a woman during the first trimester of gestation seems 
to lie between 10 and 90%. The malformations include con- 
genital cataracts, deafness, microcephaly, mental retardation, 
and congenital heart disease. There is no simple formula for 
the management of pregnant women who either have been ex- 
posed to or already have rubella. The authors feel that there 
is ample evidence to indicate that the risk to the fetus is sig- 
nificant enough to warrant the recommendation of therapeutic 
abortion under certain circumstances. The solution of the 
rubella problem must be individualized in every case. Krug- 
man and Ward feel that at present the most effective method 
of attacking the problem is to encourage deliberate exposure 
to rubella before the childbearing period. 


Erythema Multiforme Exudativum Treated with Cortisone or 
Adrenocorticotropic Hormone: Report of Four Cases. \V. T. 
Weeks and W. X. Lehmann. J. Pediat. 44:508-515 (May) 1954 
[St. Louis]. 


Corticotropin (ACTH) or cortisone was used to treat four 
children, 6 years old or younger, with erythema multiforme 
exudativum. At the time of the treatment, these were the first 
children with this disease to be treated with these hormones. 
The results were dramatic. The temperature dropped within 24 
hours, the toxicity was decreased, the severity of the symptoms 
was lessened, and the clinical improvement was striking. The 
first patient was clinically well by the 10th hospital day, the 
second by the 7th, the third was afebrile on the 3rd hospital 
day but was hospitalized for 14 days because the severe stoma- 
titis was slow in healing, and the fourth patient was clinically 
much improved in 48 hours. The average total length of illness 
was 17.7 days. Because of these results, the authors feel that 
when a diagnosis of erythema multiforme exudativum is estab- 
lished, corticotropin or cortisone should be administered at 
once to shorten the course of the disease and to prevent oph- 
thalmitis, retinitis, or blindness. Antibiotic therapy should be 
continued and the electrolyte and fluid balance watched care- 
fully. The differential diagnosis is difficult before the appear- 
ance of rash, stomatitis, and conjunctivitis, but in the presence 
of these signs associated with severe constitutional reactions 
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erythema multiforme exudativum is easy to diagnose. Patients 
in whom Thorn’s test shows less than a 50% drop in the total 
eosinophil count should be given cortisone rather than cortico- 
tropin because the function of the adrenal cortex is not nor- 
mal. The authors used corticotropin in the childr-n who were 
too ill to take cortisone easily by mouth. The mode of action 
of corticotropin or cortisone in erythema multiforme exuda- 
tivum is not known. It may be a defense or protective mecha- 
nism against the stress of severe illness or infection described 


by Selye. 


Should Mothers Be Permitted to Remain with Their Children 
in the Hospital? W. M. Block. J. Iowa M. Soc. 44:215-218 
(May) 1954 [Des Moines, Iowa]. 


In order to ascertain what pediatricians think about allow- 
ing mothers to stay with their children in the hospital, Block 
sent questionnaires to 71 pediatric departments selected at ran- 
dom from a list of hospitals approved for pediatric residents’ 
training. A large majority of the 59 answers received stressed 
the need for “greater flexibility of existing hospital rules.” Many 
pediatricians expressed the opinion that decisions about mothers’ 
being permitted to stay in should be handled on an individual 
basis. Others made a plea for a more understanding attitude 
toward mothers on the part of hospital staffs. A great many 
pediatricians believe that mothers could be helpful in perform- 
ing minor nursing chores, but a working agreement should be 
arranged beforehand, instructing the mothers which tasks they 
may perform and what duties must be left to the nurses. The 
author quotes from some of the replies received in order to 
demonstrate the need for a reevaluation of the problems of 
hospitalized children. Many pediatricians would like to have 
facilities for mothers’ staying, if indicated, but lack of space 
does not permit it. There is also a belief that once mothers were 
permitted to stay with their children hospitals would be turned 
into “hotels.” The questionnaires seem to suggest the following 
compromise solutions: 1. Rigid hospital rules of “absolutely no 
staying-in permitted” should be abandoned in favor of flexible 
rules. 2. Mothers should be allowed to remain at the child’s 
bedside for an hour or so after admission, until the child gets 
acquainted with the surroundings and the people caring for 
him. 3. There rarely is need for mothers to stay overnight, 
but, if this seems indicated, a cot should be provided in a pri- 
vate or semiprivate room. 4. Visiting hours should be liberal- 
ized. 5. Facilities should be created to allow the mother to 
stay, provided the attending physician and the pediatric super- 
visor feel that her doing so would prevent undue emotional 
strain on the child. 6. The mother’s suitability as a candidate 
for staying should be evaluated jointly by the attending physician 
and the floor supervisor. 7. It is suggested that a pamphlet be 
handed to the mother on admission of her child, and that she 
be asked to read it immediately. Such a pamphlet should not 
merely point out hospital rules and regulations, but should 
attempt to gain the mother’s confidence and cooperation. The 
suggested wording of such a pamphlet is given at the end of this 


paper. 


Remarks on Cystinosis. L. Caussade, N. Neimann and M. Pier- 
son. Presse méd. 62:646-649 (April 28) 1954 (In French) [Paris, 
France]. 


The authors report a case of cystinosis in a boy of 5 whose 
parents were first cousins. Since the age of 8 months, he had 
had anorexia, polydipsia, growth retardation, and renal dysfunc- 
tion. He was undersized, though well-proportioned, and pre- 
sented a bilateral genu valgum, renal insufficiency, and various 
metabolic disorders. Cystin deposits existed in the cornea, bone 
marrow, and conjunctivas. Cystinosis usually begins at the age 
of from 6 to 15 months and causes the death of the patient at 
about 5 or 6 years of age by progressive uremia. There is also 
an adult form of the disease, so different as to be considered 
separately. Cystinosis appears to be commoner in boys than in 
girls. Hereditary factors are involved; siblings are likely to be 
affected and parents not. Consanguinity of the parents frequently 
exists. A possible theory of the pathogenesis of cystinosis is that 
advanced by Bickel and co-workers, namely, that the disease is 
the result of a congenital inability to resynthesize amino acids. 
These nonutilized amino acids pass into the urine and cystin, 
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which is weakly soluble, is precipitated into the tissues. Cystinosis 
is closely related to Fanconi’s syndrome. Its prognosis is poor, 
and treatment can be, for the present, only palliative. 


The Prognosis of Infantile Tuberculous Meningitis. R. A. 
Marquézy and C. Bach. Semaine hép. Paris 30:1751-1757 
(April 30) 1954 (In French) [Paris, France]. 


The prognosis of infantile tuberculous meningitis is constantly 
improving with the refining of antibiotic therapy. In the authors’ 
opinion, the best treatment is that combining all three of the 
therapeutic agents in use today—streptomycin, p-aminosalicylic 
acid, and isoniazid—at least in the early phases of the disease. 
This paper is a detailed study of 123 cases of tuberculous menin- 
gitis in children treated between July, 1947, and December, 
1952. Forty-one of these were cured; the follow-up on them 
ranged from 18 months to 5 years. Extreme youth carries a 
very unfavorable prognosis; only 2 of the authors’ 19 patients 
under 1 year of age survived. Resistance of a patient’s tubercle 
bacilli to the antibiotics sometimes plays a part in determining 
poor response to treatment. The patient’s state of consciousness 
at the beginning of treatment is important; of the 21 cases in 
which there was no disturbance in consciousness, the percentage 
of cure was 43%, of the 48 cases with mild disturbance, 37%, 
and of the 54 with serious disturbance, 27%. Associated miliary 
pulmonary tuberculosis carries a bad prognosis; of 40 patients 
with it, the cure rate was 25%, and, in 80 patients without it, 
the cure rate was 40%. Results of studies made of the cerebro- 
spinal fluid showed the persistence of low sugar or low chlorides 
to be an extremely bad prognostic sign. An even better guide 
for prognosis is meningeal permeability to streptomycin; in 
cases of favorable outcome, the amount of streptomycin, which 
had frequently reached 15 to 30 gammas, gradually returned to 
normal. The authors were able to make preliminary electro- 
encephalograms of their last 47 patients; the amount of dis- 
turbance seen before any treatment proved to be a valuable 
guide to the final outcome. Successive tracings are also of value, 
if they can be compared at intervals of a few weeks. Thirty-five 
children were studied by gaseous encephalography; of the 11 
with no ventricular dilatation, cure was 100%; of the 12 with 
moderate dilatation, 66% ; and of the 12 with severe or massive 
dilatation, 33%. A chronological division of the therapy given 
throughout the entire period into four groups was made; in 
group | (streptomycin given intramuscularly only), the cure rate 
was 12%; in group 2 (streptomycin by general route, with some 
intraspinal treatment), 25%; in group 3 (streptomycin generally 
and intraspinally, associated with p-aminosalicylic acid, but 
before the advent of isoniazid), 45%; and in group 4 (present 
period), 61%. Of the 82 fatalities in this series, 40 occurred 
within the first month of illness (21 within the first week), 32 
between 1 and 6 months, and 10 between 6 and 18 months. The 
sequelae occurring in the patients cured are discussed. Four 
serious psychic disturbances occurring in children who had con- 
siderable ventricular dilatation are described. 


Prolonged Treatment of Rheumatoid Arthritis in Children with 
Corticotropin and Cortisone. F. Kuipers. Maandschr. kinder- 
geneesk. 22:109-126 (April) 1954 (In Dutch) [Leiden, Holland]. 


Kuipers presents observations on 12 children severely ill with 
rheumatoid arthritis. The children were given 26 courses of 
corticotropin or cortisone therapy varying in length from 1 to 
10 months and averaging 3% months. These courses were 
often combined with or followed by treatments with gold salts 
(aurothioglucose) or with aminopyrine (11 courses of gold salts 
and 2 courses of aminopyrine). At the last control examina- 
tion, from 2 to 36 months after cessation of treatment, the 
articular function fell into class 1 in two patients, class 2 in 
seven patients, class 3 in seven patients, and class 4 in one 
patient. The classification was that of Steinbrocker, Traeger, and 
Batterman, as given in THE JOURNAL (140:659 [June 25] 1949). 
Before treatment all patients were bedridden, with one excep- 
tion, all having signs of active arthritis. At the last control, signs 
of activity were absent in 10, but the erythrocyte sedimentation 
rate was higher than 20 mm. after one hour in 5 of these pa- 
tients. In the five patients who entered the clinic during the first 
11 months of their illness (stage 1), no deformities occurred, 
although the disease progressed to stage 2 in three of them. 
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Simple orthopedic measures such as splinting and traction, to- 
gether with exercise therapy, proved to be of great value in 
obtaining these end-results. Side-effects of the hormonal therapy 
were slight and reversible. Corticotropin was given in doses of 
2 or 3 units four times a day; and cortisone was given in doses 
of 5 to 10 mg. three times a day. These low doses were usually 
sufficient to control the signs of activity in such a way that 
active exercises could be done to prevent or to overcome de- 
formities of the joints. The author feels that the minimal side- 
effects of hormone therapy can be explained by the low dosage. 


Effect of Cobalt and Iron Salts on Anaemia of Prematurity. 
B. L. Coles and U. James. Arch. Dis. Childhood 29:85-96 
(April) 1954 [London, England]. 


Premature infants tend to exhibit higher blood values at birth 
than full-term infants, but they show a more rapid and pro- 
longed fall in both hemoglobin and erythrocytes, and anemia 
that is maximal at about the third month frequently develops. 
Intramuscular injection of blood has been tried with unsatisfac- 
tory results. Liver, either alone or in combination with a hog’s 
stomach preparation, had no beneficial effect. Iron and am- 
monium citrate, with or without liver extract, minimizes the 
severity of the anemia but does not prevent it entirely. Ex- 
posure to fresh air, dietary methods with substitution of fruit 
and vegetables for an exclusive milk diet, vitamin B, hog’s stom- 
ach preparations, and copper alone or with iron have also proved 
inadequate. The effect of iron, with transfusion reserved for the 
severest cases, is transitory. Although recovery is usual, anemia 
in infants already handicapped by prematurity may be serious, 
particularly with regard to the increased risk of infection. Pre- 
mature infants born at four maternity units were included in 
this investigation on the value of cobalt. One hundred twenty- 
six infants were investigated and 83 were followed up for six 
months or longer. The cases were divided at random into four 
groups as follows. Group 1 served as controls. Group 2 re- 
ceived cobalt sulfate, 10 mg. daily by mouth, from the Ist 
to the 12th day of life inclusive. Group 3 received cobalt sulfate, 
20 mg. daily by mouth, from four to eight weeks. Group 4 
received 20 mg., as above, together with 4.5 grains (0.19 gm.) 
of ferrous sulfate daily from four to eight weeks. Cobalt ap- 
peared to be of value in the prevention of the early anemia 
of premature infants, and when iron was administered simul- 
taneously the risk of an iron deficiency anemia’s developing 
from the fourth month onward was considerably reduced. Cobalt 
had no toxic effects and no unfavorable influence on weight 
gain in the dosage employed. The mode of action is uncertain 
but two possibilities seem likely: (1) a direct action on the 
erythropoietic tissue in the marrow; and (2) a possible catalytic 
action enabling available iron to be more readily utilized for 
hemoglobin synthesis. 


DERMATOLOGY 


Pellagrous Dermatitis Following Use of Antibiotics. G. E. 
Morris. GP 9:71-73 (May) 1954 [Kansas City, Mo.]. 


During the past seven years Morris observed 30 cases of 
pellagrous dermatitis following administration of penicillin, 
oxytetracycline, chlortetracycline, and streptomycin. Redness, 
vesicles, papules, moisture, scaling, and pigmentation appeared, 
particularly in the genital or rectal areas. Exceptions were three 
cases of pellagrous dermatitis that appeared as a direct result 
of photosensitization to the sun’s rays. Diarrhea was present 
in 12 of the patients and 5 had inflammation of the mouth. 
These 30 patients had received antibiotics for the treatment 
of several different disorders. One of the patients had taken 
an antibiotic in February, 1952. Then, in the early summer of 
1952, photosensitivity developed on exposure to the sun. This 
responded to nicotinic acid, but promptly recurred when the 
patient stopped taking the nicotinic acid. One other patient 
showed a similar delay in the appearance of the dermatitis. It 
is possible that the interference of these antibiotics in nicotinic 
acid metabolism may be permanent, but more observation is 
necessary before this can be definitely established. In each of the 
30 cases, the administration of nicotinic acid by mouth (100 
mg. three times daily) and cold saline compresses, applied 
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locally, resulted in complete healing within 12 days at the mos 
after the first such treatment. Although there has been consid. 
erable speculation recently as to whether moniliasis or fungous 
infections are common side-effects of antibiotic therapy, jt j, 
the author’s opinion that in most of these cases the correc, 
diagnosis. would be pellagrous dermatitis, which responds to 
nicotinic acid therapy. 


Diesel Engine Dermatitis Control. R. Plunkett. Minnesota Med. 
37:336-338 (May) 1954 [St. Paul, Minn.]. 


Prior to the advent of the diesel locomotive, the incidence 
of occupational dermatitis in the railroad industry was neg- 
ligible. After diesels came into use, however, it became apparen; 
that the petroleum products and their derivatives used to fuel 
and lubricate diesel locomotives, the chromate compounds used 
in the cooling systems, and the carbon tetrachloride solutions 
used in the cleaning of certain parts were all basic irritants. 
Attempts were made (1) to eliminate from use as many as 
possible of the irritants; (2) to provide protection against those 
irritants that could not be eliminated; (3) to improve the wash- 
ing facilities and to provide proper cleaning agents; and (4) to 
establish a program of educating employees to the practice of 
proper personal hygiene. Protective gloves, aprons, salves, and 
ointments were provided for those most exposed to the diesel 
fuel. Tests were made to determine if less irritating water sol- 
vents than the chromates could be provided, with the result that 
the use of chromate solutions in the water system has been 
eliminated and a nonirritating (although mechanically less 
effective) aluminum base preparation has been substituted. 
Carbon tetrachloride as a cleansing agent for parts was also 
eliminated. Protective creams are provided. The most difficult 
part of the program was that of teaching the men that carbon 
tetrachloride, paint thinner, or diesel oil were not the proper 
cleansers to use after a day’s work. The fact that occupational 
dermatitis is decreasing indicates that the program has been 
effective. Nevertheless, even one case of dermatitis represents 
a problem to the man afflicted. When the employee involved is 
a young man, it has usually been possible to change him to 
work that eliminates exposure without affecting his earnings. 
However, with the older employees the problem is not always 
so easily solved. 


OTOLARYNGOLOGY 


A Device for Prophylaxis of Acoustic Trauma. R. T. Barton 
California Med. 80:311-313 (April) 1954 [San Francisco]. 


Tests were made to determine the possible prophylactic effec- 
tiveness of an ear plug that contains a valve designed to 
control the amount of sound entering the ear, admitting conver- 
sational tones but barring damaging noises. The hearing acuity 
of 34 persons was determined before they participated in target 
practice on a pistol firing range. Eighteen of them then wore 
the ear plugs on the range and 16 did not. Hearing acuity was 
again determined after the target practice, and it was noted that 
the loss of acuity was considerably less in subjects who had 
worn the plugs than in those who had not. 


Bronchographic Abnormalities in Alveolar Cell Carcinoma of 
the Lung: A New Diagnostic Sign. N. Zheutlin, E. C. Lasser 
and L. G. Rigler. Dis. Chest 25:542-549 (May) 1954 [Chicago]. 


According to Zheutlin and associates, previous reports sug- 
gested that there are no pathognomonic roentgen signs of 
alveolar cell carcinoma. One of them (Rigler) had observed in 
1935 an unusual bronchographic distortion in a bizarre pul- 
monary lesion. At that time, this was thought to represent the 
effect of a diffuse carcinomatous infiltration of the lung, s0- 
called lymphangitic carcinoma, or possibly a result of a diffuse 
infiltrating metastasis. In 1942, another such case was observed 
in which a similar bronchographic distortion was encountered. 
This, too, was reported as a diffuse carcinomatous infiltration 
of the lung. Pathological studies in the latter case led to the 
conclusion that it was a form of epithelialization of the alveoli. 
A later review indicates that the process was an alveolar cell 
carcinoma. The interest of these investigators in the potenti- 
alities of bronchography in this entity was stimulated through 
a review of some of their cases of carcinoma of the lung. An- 
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other case of alveolar cell carcinoma in the lung, similar in 
many of its bronchographic aspects to the previously mentioned 
case, was encountered. Since then four additional cases have 
come to their attention. They feel that the essential changes 
in the bronchographic pattern, which should suggest the diag- 
nosis of alveolar cell carcinoma of the lung, are (1) a uniform, 
diffuse, rather marked narrowing of the segmental bronchi in 
the areas of lung involvement, (2) rigidity and elongation of 
the bronchi, (3) filling rather than coating of the bronchi, and 
(4) a lack of filling of the terminal ramifications of the bronchi 
(appearance of the “leafless tree”) or of the alveoli of the lung 
segments supplied by these bronchi. Since the authors have be- 
come aware of this bronchographic pattern, they have found 
seven cases of proved alveolar cell carcinoma, in which bron- 
chographic studies were made. Six of the seven cases showed 
these typical deformities. In one case, there was an occlusion 
of the main bronchus to the involved area so that the smaller 
bronchi could not be demonstrated. 


Smoker’s Larynx. L. J. Wallner. Laryngoscope 64:259-270 
(April) 1954 [St. Louis]. 


The laryngeal conditions oftenest blamed on smoking are 
chronic nonspecific laryngitis, polypoid degeneration of the 
vocal cords, leukoplakia or keratosis, and carcinoma. Wallner 
reviews the studies of a number of investigators, which indicate 
that there is no one disease of the larynx that has been proved 
as specifically caused by smoking; rather, excessive smoking may 
be considered the chief, though not the only, factor in chronic 
nonspecific laryngitis, polypoid degeneration of the vocal cords, 
and keratosis. Statistical evidence also indicates it is a factor in 
the cause of laryngeal cancer. In any discussion of the harmful 
effects of smoking, it must be remembered that the larynx is 
only one organ that may be adversely affected. The effect on 
the nose in decreased olfaction, blocking, and nasal and post- 
nasal discharge should also be considered. There may be a 
chronic pharyngitis with dryness and sore throat. The possible 
relation to cancer of the lung is receiving wide publicity. The 
chronic “smoker’s cough” is well known. The effects of smoking 
on the digestive system, heart, and circulatory system are more 
controversial; however, when the over-all effects of smoking are 
studied, the finding of deleterious results is not uncommon. Short 
term surveys, purporting to discover no ill effects after a few 
months’ observation, are apt to be misleading and may not be as 
significant as the conclusions of investigators who have studied 
the problem more intensively. 


Leocillin and Procaine Penicillin in Acute Maxillary Sinusitis: 
Comparative Study. J. C. Nielsen. Ugeskr. laeger 116:663-665 
(April 29) 1954 (In Danish) [Copenhagen, Denmark]. 


Of 72 patients with acute maxillary sinusitis, in many cases 
bilateral, treated between September, 1952, and June, 1953, 
every other patient received 300,000 units of Leocillin (benzyl- 
penicillin-8-diethylaminoester hydroiodide) and the other pa- 
tients received 300,000 units of procaine penicillin daily. The 
effect of Leocillin was superior to that of procaine penicillin. 
Eight patients treated with procaine penicillin had to be operated 
on, while the other patients in this group who were not operated 
on recovered in an average of 7.9 days. Only two of the patients 
treated with Leocillin were operated on, and the other patients 
in this group who were not operated on were well in an average 
of 5.1 days. These investigations, in addition to the especially 
good effect of Leocillin in acute otitis, might suggest that this 
drug has an affinity not only for lung tissue but also for the 
epithelium of the upper respiratory tract and of the middle ear. 


Spontaneous Hemorrhage: A Clinical Entity, with Special Ref- 
erence to Epistaxis. P. Jacobson. A. M. A. Arch. Otolaryng. 
59:523-530 (May) 1954 [Chicago]. 


The author cites 12 personal cases of so-called “spontaneous” 
hemorrhage (8 overwhelming epistaxes and 4 other cases of 
nosebleed). All were successfully controlled by the oral or 
parenteral administration of estrogen. This is the best therapy, 
although it is only palliative, because it is simple, effective, and 
safe. Extremely large doses of estrogen are excellently tolerated 
and can be repeated frequently. Regarding the explanation of 
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these phenomena, the author's personal opinion, thus far 
supported only by clinical observation, is that episodes of spon- 
taneous hemorrhage, including epistaxis, are not isolated inci- 
dents. in themselves but are the manifestation of a systemic 
disease of which bleeding is the principal sign. They arise out of 
a reduction in the circulating blood estrogens, and this deficiency 
incites the formation of a tissue toxin that promotes vascular 
catabolism, especially of the veins. The cause of this decline 
is unknown, but it may be due to involved emotional complexes 
similar to those that can gravely affect the entire endocrine 
pattern. Emotional factors are certainly concerned. The role of 
heredity is unknown. Spontaneous hemorrhage, wherever it may 
occur, is a clinical entity in itself; it might possibly be regarded 
as one of the diseases of the general adaptation syndrome of 
Selye. 


Is Deafness Going Unrecognized? W. B. Norman. Texas J. 
Med. 50:280-282 (May) 1954 [Fort Worth, Texas]. 


Serous otitis media, which is also known as acute catarrhal 
Otitis media, tubotympanitis, eustachian salpingitis, otitis media 
with effusion, tubotympanal catarrh, tympanic hydrops, secre- 
tory Otitis media, and fluid ear, is frequently not recognized 
today. In preantibiotic days if a child had otitis media, the drum 
was opened and he was watched carefully. Today a drum head 
is seldom opened. When otitis media is diagnosed early, an 
antibiotic is given and the child is not seen again. In many 
cases, the infection is conquered but fluid remains in the middle 
ear. The author had observed children who were given peni- 
cillin repeatedly to clear up the hearing loss. He feels that the 
child should be anesthetized and the fluid removed, just as would 
be done in an adult. This procedure should be repeated as often 
as necessary, always bearing in mind that the fluid must not be 
left in the middle ear, because in certain cases it will thicken 
and adhesive deafness will develop. In many cases adenoid 
surgery must be performed. After the mechanical block is re- 
moved, allergy should be ruled out or treatment instituted. 
Irradiation is of help in cases that do not respond to surgery. 
Every child with an ear infection should be carefully examined 
two weeks after treatment with the antibiotic. Otolaryngologists 
should listen carefully if a patient describes the symptoms that 
are indicative of fluid in the ear. 


THERAPEUTICS 


The Clinical Effect of Isoniazid and Iproniazid in the Treat- 
ment of Pulmonary Tuberculosis. R. G. Bloch, A. S. Dooneief, 
A. S. Buchberg and S. Spellman. Ann. Int. Med. 40:881-900 
(May) 1954 [Lancaster, Pa.]. 


The records of 114 patients in Montefiore Hospital and its 
Westchester Division who were treated with isoniazid and the 
combination of isoniazid and streptomycin over periods of from 
4 to 12 months, or with iproniazid for from one to somewhat 
over 6 months, were studied for the purpose of evaluating the 
clinical usefulness and the pitfalls of iproniazid therapy in com- 
parison with those of isoniazid. The symptomatic effect of 
iproniazid, which far exceeds that of isoniazid and other anti- 
microbial agents or combinations thereof now in use, is ex- 
pressed in striking increases of appetite, weight, and sense of 
well-being and in a decrease of pulmonary symptoms. These 
advantages, however, must be weighed against the greater fre- 
quency and severity of the toxic side-effects that accompany 
its use and that are largely responsible for the fact that it has 
been almost entirely supplanted by isoniazid. Clinical toxic 
manifestations in the groups treated with isoniazid and the 
isoniazid-streptomycin combination were infrequent and minor 
in degree; those caused by iproniazid, on the other hand, were 
numerous, often pronounced, and frequently affected the 
central nervous system. Psychoses developed in 20% of all those 
who were treated with iproniazid. Most of the patients in whom 
neuropsychiatric complications appeared, however, were emo- 
tionally labile; patients of stable emotional status have been 
receiving iproniazid therapy for many months without any dis- 
turbance of the central nervous system. Neither isoniazid nor 
iproniazid used alone had a healing effect on chronic pulmonary 
tuberculosis equal to that of streptomycin combined with 
p-aminosalicylic acid; impressive improvement was seen only 
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in patients with fresh exudative and exudative-caseous forms of 
the disease. Combined isoniazid-streptomycin therapy has the 
disadvantage of inducing bacterial resistance to both drugs 
simultaneously and should, therefore, not be used in patients 
for whom surgical treatment may be required; in such cases, 
one of the drugs should be held in reserve for postoperative 
use, Sputum conversion was secured in over 50% of the patients 
treated with the isoniazid-streptomycin combination; when iso- 
niazid was used alone, the percentage of conversions dropped 
to less than half that figure. The conversion rate for iproniazid, 
on the other hand, was over 40%. The rapid improvement in 
general condition and the restored sense of well-being and con- 
fidence produced by iproniazid make it a very valuable agent 
in the treatment of greatly debilitated patients, but it should 
be given only under constant institutional care and only to pa- 
tients who have been carefully selected, possibly with the assist- 
ance of a psychiatrist. 


Dangers Associated with Blood Transfusion. L. J. Unger. New 
York J. Med. 54:1307-1316 (May 1) 1954 [New York]. 


Blood transfusion has been used at times on the theory that 
it can never do harm and might possibly benefit the patient. 
This idea is wrong, because there are dangers inherent in blood 
transfusion. The clinician must weigh these dangers against the 
possible benefits and, therefore, must be thoroughly aware of 
their existence and their legal implications. To avoid transfusion 
accidents, great care must be taken in the drawing of blood, its 
storage, the laboratory examinations, and its administration. 
Blood is an extremely valuable therapeutic agent and is often 
lifesaving, yet it must be used not when its benefits are highly 
problematical but when clearly indicated. The mortality of 
blood transfusion is as high as that of anesthesia or appen- 
dectomy. The responsibility placed on the blood bank and 
laboratory personnel carrying out this work is a grave one. 
If it is impossible to have fully qualified personnel available 
at all times, transfusions should be ordered so that the exper- 
ienced staff carries out the pretransfusion tests. It is most 
important that the person who administers the blood makes 
certain that this particular bottle is actually meant for his pa- 
tient by reading all labels carefully himself. Although cases 
offering difficult problems in compatibility are encountered, 
most untoward accidents are traceable to failure to carry out 
elementary blood grouping procedures properly or to other 
errors. 


Use of Chlorpromazine in Chronic Alcoholics. J. F. Cummins 
and D. G. Friend. Am. J. M. Sc. 227:561-564 (May) 1954 [Phila- 
delphia]. 


Sixty patients with acute or chronic alcoholism with incipient 
and frank delirium tremens were given simultaneously 100 mg. 
of chlorpromazine (Thorazine) and 500 mg. of disulfiram (Anta- 
buse) orally. Six hours later 50 mg. of chlorpromazine was 
given, and 24 hours later 500 mg. of disulfiram and 50 mg. of 
chlorpromazine. Forty-eight hours after initial therapy, 500 mg. 
of disulfiram and 25 mg. of chlorpromazine were given. There- 
after, for one week, 500 mg. of disulfiram was administered 
daily. The dosage of disulfiram was then adjusted to the patient’s 
tolerance, usually 0.25 or 0.5 gm. daily. If the patient was vomit- 
ing, 50 mg. of chlorpromazine was given intramuscularly and, 
with suppression of the vomiting, oral medication was begun 
according to the above schedule, except that the first oral dose 
was 50 mg. rather than 100 mg. of chlorpromazine. In the more 
severely dehydrated patient, some attempt was made to over- 
come dehydration by giving dextrose intravenously and water. 
Chlorpromazine suppressed the nausea and vomiting caused by 
the disulfiram-alcohol reaction. Combined administration of di- 
sulfiram and chlorpromazine also prevented the usual post- 
alcoholic psychomotor agitation accompanying withdrawal. 
Within an hour patients tended to become drowsy and calm, 
and some actually went to sleep. This sleep usually lasted 10 
to 12 hours. Most patients had to be awakened for the next 
dose of chlorpromazine. Within 24 hours, patients were able 
to take solid foods. Some tremulousness was still apparent at 
the end of this 24 hour period, but restful sleep could be secured 
at any time during the entire withdrawal period. Disulfiram 
and chlorpromazine, when administered together in adequate 
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dosage to the inebriated alcoholic, eliminate the need to wait 
for “drying out” before the administration of disulfiram and 
produce a tranquil state more effectively than any current 
method of sedation. No untoward side-effects were noted in the 
treatment of these 60 alcoholic patients. Nausea, vomiting, and 
hypotensive episodes were not noted with this combination of 
drugs. Some of the chronic alcoholics treated in the manner 
described were able to return to work within 72 hours without 
having experienced the usual postalcoholic psychomotor agita- 
tion. 


The Use of Chlorpromazine in the Treatment of Acute Alco- 
holism. S. N. Albert, E. L. Rea, C. A. Duverney and others. 
M. Ann. District of Columbia 23:245-247 (May) 1954 [Wash- 
ington, D. C.]. 


Chlorpromazine was used in the management of over 64 pa- 
tients admitted to the alcoholic ward of the District of Columbia 
General Hospital; acute alcoholism was complicated by delirium 
tremens in 21 and by psychomotor agitation in the remainder. 
Many of the patients also presented other complications com- 
monly associated with chronic alcoholism, e. g., malnutrition, 
dehydration, avitaminosis, and cirrhosis. The only immediate 
therapy consisted of the administration of fluids and chlor- 
promazine. Adjuvants of the kind usually prescribed, such as 
vitamins, insulin, and myanesin, as well as various sedatives 
and anticonvulsants, were purposely withheld to facilitate evalu- 
ation of the drug. Three methods of administration, intravenous, 
intramuscular, and oral, were tried. All proved effective, but, 
because of the difficulties encountered in giving intravenous 
fluids to disturbed patients, this method has been abandoned 
in favor of intramuscular and oral administration. The first 
noticeable effect of the drug is tachycardia. This is followed 
by mental and muscular relaxation leading to a sleep-like state 
from which the patients can easily be aroused to take required 
nourishment and fluids. Most of the patients to whom the drug 
was given intravenously were asleep about 15 minutes after 
the infusion was started. Approximately one hour is required 
for the drug to take effect when it is given intramuscularly and 
from 60 to 75 minutes when it is given orally. Dosage for intra- 
venous and oral administration may consist of from 100 to 200 
mg.; intramuscular injections, which must be given in deep 
muscle tissue because of the irritant effect of the drug, may 
range from 100 to 150 mg. Chlorpromazine has been reported 
to act synergistically with aliphatic narcotics; consequently, if 
either paraldehyde or barbiturates were to be given concur- 
rently, a significant reduction should probably be made in the 
dosage. The effects of the drug usually last for from three to 
five hours, and its administration may be repeated as required 
by the condition of the patient. The course of therapy required 
by the patients in this series varied from one to four days. The 
opinions they expressed concerning the drug were very favor- 
able. The evidence available in regard to the action of chlorpro- 
mazine suggests that it has a blocking effect on the diencephalon. 
Present indications are that it possesses definite advantages over 
the sedatives usually employed in the treatment of acute alco- 
holism. 


The Inhibiting Effect of Epinephrine and Norepinephrine on 
Secretion Induced by Histamine in Separated Pouches of Dogs. 
A. P. M. Forrest and C. F. Code. J. Pharmacol. & Exper. 
Therap. 110:447-450 (April) 1954 [Baltimore]. 


Both stimulating and inhibiting actions on gastric secretion 
in experimental animals and man have been ascribed to epi- 
nephrine during the last 45 years. In two recent studies, epi- 
nephrine and arterenol (Nor-epinephrine) were found to have no 
effect on the secretion induced by histamine from pouches of 
the entire stomach in cats or from pouches of portions of the 
stomach in dogs. Forrest and Code administered epinephrine 
or arterenol by constant intravenous injections in dogs with 
Heidenhain pouches. They were able to demonstrate that the 
predominant effect of both substances was to reduce the volume 
of juice secreted. There was little or no change in the concen- 
tration of hydrochloric acid. The selective inhibition by epi- 
nephrine of the volume of secretion was noted in 1920 by Hess 
and Gundlach in a dog with a Pavlov pouch stimulated by a 
meal of meat. It is known that epinephrine is a ‘strong con- 
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strictor of the gastric vessels, and the rapidity of onset and of 
recovery of the inhibition obtained in the present study suggests 
that its effect on gastric secretion may be of vascular origin. 
The interpretation is strengthened by Ahlquist’s observation in 
1948 that arterenol is a less potent mesenteric vasoconstrictor 
than epinephrine, since in the tests described here it was like- 
wise a less potent inhibitor of the secretion. 


Severe Reactions of the Central Nervous System Following 
Isoniazid Treatment. C. Vysniauskas and H. H. Brueckner. 
Am. Rev. Tuberc. 69:759-765 (May) 1954 [New York]. 


The occurrence of severe reactions involving the central nerv- 
ous system after treatment with isoniazid in doses of 3 to 4 
mg. per kilogram of body weight daily is reported in five patients 
between the ages of 29 and 65. Psychotic symptoms, such as 
mental confusion, incoherent talking, restlessness, insomnia, 
profound depression, persecution ideas, and disorientation as 
to time and place, occurred in four patients, two of whom were 
previously mentally healthy persons with no history of unstable 
personality or neuropathy of any kind, while the two others 
were persons of emotional, unstable, and psychopathic consti- 
tution. In the fifth patient, an epileptic, the reaction of the 
nervous system consisted of extremely severe epileptic seizures 
accompanied by coma of three days’ duration. It is believed 
that, in two of the patients with psychosis and in the epileptic 
patient, isoniazid was the only and direct cause of the serious 
complications of the nervous system, while in the two remain- 
ing patients with psychosis isoniazid might have represented a 
contributory cause or a “trigger mechanism.” The role of barbi- 
turates for counteracting the toxic effects of isoniazid on the 
nervous system is stressed. 


Ganglionic Suppuration Secondary to Intradermal BCG Vac- 
cination: Isoniazid Treatment. M. Gonzalez and O. Montes. 
Rev. chilena pediat. 25:86-87 (Feb.) 1954 (In Spanish) [{Santiago, 
Chile]. 


The article is the first report on the results of isoniazid in the 
treatment of suppuration of lymph nodes, following intradermal 
BCG vaccination. The suppuration lasts for several months. It 
is complicated by fistulas that do not respond to any treatment 
and by permanent scars similar to scrofula scars. A large group 
of newborn and older infants had received intradermal BCG 
vaccination in the left shoulder. Axillary, supraclavicular, and 
cervical adenopathies developed, suppurated, and formed fis- 
tulas. Seventeen patients were treated with isoniazid and four 
were observed as controls. Seven patients with fluctuating closed 
adenopathies were given injections of isoniazid in the lymph 
node. The drug was given every other day in doses of 25 or 
50 mg. in 1 cc. of isotonic sodium chloride solution or in doubly 
distilled water. Healing was obtained after two injections in five 
patients, after four in one, and after five in another patient. 
Ten patients with suppurating lymph nodes and fistulas received 
either local or both local and general isoniazid treatment. The 
drug was injected in daily doses of 5 mg. per kilogram of body 
weight. Cure was obtained within the first 10 days of treatment 
in five patients, within a month in two, and within one and a half 
months in three patients. In all 17 cases healing of the lymph 
nodes was complete in two weeks. The four infants who were 
observed as controls got well in three to six months. 


Effect of Thyroid Extract on Serum Lipoproteins and Serum 
Cholesterol. B. Strisower, J. W. Gofman, E. F. Galioni and 
others. Metabolism 3:218-227 (May) 1954 [New York]. 


Part of this study is based on the responses to thyroid extract 
observed in 19 schizophrenic patients ranging in age from 19 
to 49 years and showing no evident physical deviations from 
normal. In addition, a series of four young, clinically normal 
subjects was studied. Of the 19 schizophrenic patients, 11 com- 
pleted the course of thyroid administration, which involved 
taking a dose of 3.5 grains (0.225 gm.) of desiccated U.S.P. 
thyroid extract daily for a week, 7 grains (0.45 gm.) daily for the 
next week, and then 10 grains (0.6 gm.) daily for nine weeks. 
The remaining eight schizophrenic patients were studied while 
taking a modified dosage involving the use of less thyroid extract, 
because of intolerance to the higher dosage. In the group of 
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four young, normal subjects, a relatively short-term experiment 
was performed involving the use of 3 grains of thyroid extract 
daily for two to three weeks. The administration of thyroid 
extract in doses of 10 grains daily resulted in significant lower- 
ing of serum cholesterol, standard S; 0-12 lipoproteins and stan- 
dard S; 12-20 lipoproteins in the schizophrenic patients. Lower- 
ing of serum cholesterol and standard S; 0-12 lipoproteins was 
observed in all of four normal persons given 3 grains of thyroid 
extract daily. Responses were of borderline significance in the 
lipoproteins of the standard S; 20-400 band. Protein-bound 
iodine determinations indicated that thyroid hypofunction was 
not present in the subjects. The lowering of lipoprotein and 
cholesterol levels was accompanied by a negative caloric balance. 
The question is raised as to whether inadequate thyroid function, 
at least with respect to lipid metabolism, is present in persons 
with elevated lipoprotein and cholesterol values when other overt 
causes for the elevation are absent. 


Post-Operative Pulmonary Complications: Observations on Their 
Prevention by Means of Physiotherapy. L. Thoren. Acta chir. 
scandinav. 107:193-205 (No. 2-3) 1954 (In English) [Stockholm, 
Sweden]. 


The postoperative course of 343 patients operated on for dis- 
orders of the gallbladder during 1952 was studied. Roentgen 
examinations of the lungs were carried out before the surgical 
intervention and on the fourth or fifth postoperative day. All 
changes in the pulmonary parenchyma of pneumonic or atelec- 
tatic type were recorded. The patients were divided in three 
groups. Group 1, comprised of 101 patients, was given physical 
therapy for one to two days before the operation and for four 
to eight days after the operation. Group 2, consisting of 70 
patients, was given physical therapy only after the operation, 
and the third group, comprised of 172 patients, did not receive 
any physical therapy and served as a control group. Physical 
therapy was carried out by specially instructed physical thera- 
pists. In addition to respiratory and cough exercises, postural 
drainage was used in various positions. Physical therapy was 
given once or twice daily. The nurses were instructed to practice 
the respiratory exercises with the patients several times a day, 
preferably hourly. Respiratory sounds and lung movements were 
checked by the physician in charge of the ward during his 
morning and evening visits. In group 1, the rate of pul- 
monary changes observed was 12 + 3.2%, in group 2 it was 
27.1 + 5.3%, and in group 3 it was 41.9 + 3.8%. The difference 
between group 1 and group 3 is highly significant. Results 
showed that physical therapy was useful in the prevention of 
pulmonary complications; but to gain the maximum benefit, 
physical therapy must be given both before and after the surgical 
intervention. Although treatment is administered by a physical 
therapist, to a large degree its success depends on the co- 
operation of the staff in the wards as they supervise and main- 
tain the patient’s own training in the respiratory exercises. The 
incidence of pulmonary complications was influenced by sex, 
age, and weight of the patients. Older persons, and particularly 
the obese, were especially prone to pulmonary complications, 
and men had a greater tendency to have pulmonary complica- 
tions than women. Giving the respiratory exercises to all patients 
undergoing upper abdominal operations means a considerable 
increase in staff work. But, if respiratory exercises were given 
to elderly, obese men, i. e., to those most exposed to the risk 
of pulmonary complications, both physicians and nurses would 
soon become more “respiratory-minded” and thus the treatment 
would ultimately benefit all patients. 


Side-Effects of Oxytetracycline Therapy. P. Hay and P. Mc- 
Kenzie. Lancet 1:945-950 (May 8) 1954 [London, England]. 


Oxytetracycline (Terramycin) was used at the Belvidere In- 
fectious Diseases Hospital in Glasgow to treat gastrointestinal 
infections and other infections when another antibiotic had been 
unsuccessful. Children were given 20 mg. per kilogram of body 
weight daily in four divided doses. The course lasted five days. 
Patients aged 12 years or more received 2 gm. daily. The oxy- 
tetracycline was given with copious fluids, usually milk. 
Vitamin B supplements were also given. Most reports on oxy- 
tetracycline toxicity refer to nausea, vomiting, heartburn, diar- 
rhea, and headache; but Hay and McKenzie decided not to 
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include these symptoms per se, because it was difficult to deter- 
mine whether such symptoms were caused by the initial disease 
or drug disturbance. Two patients with acute gastroenteritis 
were included, however, as well as patients exhibiting other 
syndromes with concomitant vomiting and diarrhea. Side-effects 
developed in 51 of 603 patients; this represents an incidence 
of about 8%. Six different groups of side-effects are discussed. 
The first three of these groups were associated with coagulase- 
positive Micrococcus (Staphylococcus) aureus. Group 1 consisted 
of two cases of fulminating gastroenteritis, both of which were 
fatal. The patients of group 2 had sore throat; they are sub- 
divided into those with and without rash. A scarlatiniform rash 
with throat lesions developed in seven patients on the fourth 
or the fifth day of treatment with oxytetracycline, and five of 
them had severe diarrhea simultaneously. In six of these, a pure 
growth of coagulase-positive M. aureus was obtained from 
throat swabs. A febrile disturbance with infection of the oro- 
pharynx, but without rash, developed in eight patients on the 
fourth or the fifth day of treatment, and in three of them 
coagulase-positive M. aureus was isolated as a pure growth on 
throat culture. Patients of group 3 had no throat lesions. One 
of them presented a scarlatiniform syndrome of extrafaucial or 
“surgical” scarlet fever, his infective lesion being a balanitis 
from which a pure growth of coagulase-positive M. aureus re- 
sistant to oxytetracycline was isolated. Three patients had urinary 
infections due to a coagulase-positive M. aureus resistant to 
oxytetracycline. One of them required a further course of oxy- 
tetracycline after the urinary infection was treated and had no 
upset during this second course. Patients of groups 4, 5, and 6 
had syndromes not associated with coagulase-positive M. aureus. 
The 24 patients of group 4 had pyrexia without other signs or 
symptoms during treatment with oxytetracycline. The coinci- 
dence of the time of onset of pyrexia with time of onset of the 
micrococcic lesions reported above suggests a similar cause. 
Urticarial lesions appeared in three patients of group 5 in 
association with oxytetracycline therapy. One of them had had 
a throat infection on the fourth day of treatment. Another had 
serum sickness, with massive urticaria, circumoral and circum- 
orbital edema, and pains in his joints. The four patients of 
group 6 had transient erythema, which appeared from the 8th 
to the 10th day after the start of oxytetracycline therapy. In 
three of these cases, throat cultures were made, but no organisms 
were isolated. The authors emphasize that the broad spectrum 
antibiotics are not without dangers. Other observers who used 
larger doses of oxytetracycline observed severer and a much 
higher incidence of side-effects. Broad spectrum antibiotics 
should not be used in minor illnesses. 


First Results of a Conservative Treatment of Tuberculous 
Osteoarthritis of Hip. A. Cabitza. Lotta contro tuberc. 24:40- 
48 (Jan.-Feb.) 1954 (In Italian) [Rome, Italy]. 


Cabitza’s conservative treatment of tuberculous osteoarthritis 
of the hip consists of keeping the patient in bed, applying weight 
traction to the malleoli of the involved extremity, and injecting 
into the joint 100 mg. of isoniazid every other day. Isoniazid 
is administered also by other routes so as to give the patient a 
daily dose of 4 mg. per kilogram of body weight. Pain disappears 
rapidly and completely sometimes within a few days. Only then 
is the traction eased and active movements are permitted, but 
the patient is kept in bed and always in the same position. When 
the hip can reach an ample degree of active flexion and the 
roentgenograms reveal improvement, the traction can be re- 
moved or applied only during the night. Before removing it 
definitively, the roentgenograms must show a good delimitation 
and sclerosis of the cephalic and cotyloid foci, the sedimentation 
rate must be normal, and the general condition must be good. 
Walking is then painless, and movements of the hip are possible, 
although sometimes extreme flexion and great abduction are 
limited. These results are obtained provided injection of isoniazid 
into the hip joint is not interrupted prematurely. Cabitza uses 
100 injections (treatment period of six months) for adults with 
rather severe cases, less for patients in whom the lesions are 
limited and of recent onset. He does not give other antibiotics 
during the treatment, but he follows it with administration of 
calcium and vitamins. Early diagnosis is important, and the 
treatment should be instituted as soon as possible because the 
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outcome depends on the reversible morphological alterations 
present before the treatment and the possibility of local ab. 
sorption of the drug. Cabitza used this treatment in eight patients 
with tuberculous osteoarthritis of the hip. All responded well. 
The best results were obtained in patients in whom the process 
was of recent onset regardless of their age and the initial extent 
of the foci. The roentgenographic changes were marked in most 
cases; the most evident was an arrest of the evolution of the 
foci. Although the treatment was prolonged, there were no 
phenomena of isoniazid resistance, and manifestations of in- 
tolerance to the drug were rare. Relapses have not occurred in 
any of the patients. 


Sarkomycin, an Anti-Cancer Substance Produced by Strepto- 
myces. H. Umezawa, T. Yamamoto, T. Takeuchi and others, 
Antibiotics & Chemother. 4:514-520 (May) 1954 [Washington, 
1m ea 


This is a third report on Sarkomycin, an anticancer substance, 
that was found to be lowest in toxicity and most effective against 
Ehrlich cancer in mice after about 200 soil streptomyces had 
been examined at three Tokyo institutes by Yamamoto’s anti- 
cancer screening method. Sarkomycin is an antitumor substance 
produced by a streptomyces similar to S. erythrochromogenes. 
It can be extracted by a solvent process or adsorption process. 
Sarkomycin has acidic characteristics. It exhibits weak anti- 
bacterial effects on certain bacteria. The daily intravenous in- 
jection of 1 mg. per mouse, the daily intraperitoneal injection 
of 2.5 mg. per mouse, and the daily oral administration of 
a per mouse inhibited the development of Ehrlich carcinoma 
of mice. 


PATHOLOGY 


Three Techniques for Isolating Trichomonas Vaginalis: Their 
Relative Merit. C. Sorel. Presse méd. 62:602-604 (April 21) 
1954 (In French) [Paris, France]. 


The author reports his results with three different techniques 
for the isolation of Trichomonas vaginalis in both men and 
women. They were the usual investigation of a fresh specimen, 
the May-Grunwald-Giemsa stain, and an original method of 
culture. One hundred nineteen women were examined by the 
fresh specimen method and the staining method, and 66 women 
were examined by the staining method and the author’s culture 
method. A comparative study of the findings revealed that the 
classical method of fresh specimens has an enormous percent- 
age of false negative errors. The staining method is far superior 
to it, but best results were achieved with the culture method. 
Detailed descriptions of the techniques are given. 


Study of a Hypertensive Adrenal Pheochromocytoma: Clinical, 
Anatomopathological and Biological Study. H. Hermann and 
P. Etienne-Martin. Semaine hp. Paris 30:1478-1487 (April 10) 
1954 (In French) [Paris, France]. 


An adenoma of the right adrenal medulla, a benign pheo- 
chromocytoma, developed progressively after a pregnancy in a 
34-year-old woman with no other pathological condition. She 
had paroxysmal attacks in which her blood pressure rose as 
high as 325/170 mm. Hg. When she was first seen, the attacks 
had reached a frequency of six or seven per day. The tumor was 
easily located—it could be palpated manually. Attacks could be 
produced by such palpation. The tumor was removed, with 
consequent cure of the patient whose health has remained good 
during a follow-up of almost three years. The surgical specimen 
was a voluminous cyst filled with liquid; it contained 119 cc. 
of liquid, and the tumor tissue weighed 222 gm. The tumor 
contained about 2.58 gm. of pressor substances. The ratio of 
epinephrine to arterenol (Nor-Epinephrine) was estimated as 
80.7 to 19.3%. The authors thus had the opportunity of study- 
ing the effect on a normal person of these sudden “shots” of 
epinephrine into the blood stream. They were struck by the 
transitory quality of all the disturbances. Moderate hypergly- 
cemia and slight glycosuria appeared during the seizures and 
so did symptoms of hyperthyroidism. Electrocardiograms taken 
during paroxysm were abnormal, but there was no permanent 
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damage to the heart. Azotemia was observed transitorily to ex- 
ceed 1 gm., but there was no albuminuria and no hematuria. 
Psychic disturbances were very marked, but vanished after 


surgery. 


Vital Staining of Trichomonas Vaginalis with Fluorescein. 
w. E. Coutts and E. Silva-Inzunza. Brit. J. Ven. Dis. 30:43 
(March) 1954 [London, England]. 


Under certain circumstances, such as in the presence of large 
numbers of pus cells or epithelial cells or both, Trichomonas 
vaginalis is difficult to identify. There are also occasions when 
T. vaginalis, although present, may escape detection, because 
macrogloboid or microgloboid bodies or cystic forms predomin- 
ate and trophozoites are practically absent. The presence of 
these evolutive forms of T. vaginalis can be demonstrated by 
allowing a few drops of a 5% aqueous solution of fluorescein 
to penetrate by capillary action under the cover glass of a 
freshly prepared specimen. Within a few seconds all evolutive 
forms develop a bright emerald green color that gradually 
changes to blue-green. With this staining method, it is not 
necessary to dilute preparations, although many pus or epithelial 
cells are present; both the trophozoites and the evolutive forms 
of T. vaginalis rapidly take up the emerald green color. 


Use of a Cation Exchange Resin for Isolation of Influenza Virus. 
K. Takemoto. Proc. Soc. Exper. Biol. & Med. 85:670-672 
(April) 1954 [Utica, N. Y.]. 


Studies described by Takemoto proved that early passage, 
egg-adapted type A influenza virus is completely adsorbed on 
a cation-exchange resin, and nearly all of the adsorbed virus 
can be eluted as infective particles. Influenza A virus was re- 
covered from human throat washings and swabs more frequently 
with the use of resin than without it. The adsorption on and 
elution from ion-exchange resins of a number of different viruses 
has been demonstrated by several investigators; for instance 
Kelly reported that resin treatment improved detection of Cox- 
sackie virus In sewage. 


Serologic Reactions in Carcinoma of Colon, Breast and Bladder. 
W. Saphir and F. Nicholson. Am. J. Digest. Dis. 21:107-108 
(April) 1954 [Fort Wayne, Ind.]. 


When it was shown that rabbits could be rendered immune 
to the growth of the Brown-Pearce carcinoma by previous intra- 
cutaneous inoculation of the tumor, there arose a greater interest 
in the immunologic aspects of cancer. In order to obtain in- 
formation about possible autoimmunization in human neoplasia, 
the serums of eight patients with various early carcinomatous 
lesions were examined for the presence of precipitins and com- 
plement-fixing antibodies directed against the corresponding 
eight tumors removed at operation. The results were uniformly 
negative. It is concluded that protective immune bodies such 
as are known to occur in experimental neoplasia either do not 
exist in early human neoplasms or cannot be disclosed by means 
of the tests employed. 


Tissue Culture Methods in Laboratory Diagnosis of Cases of 
Poliomyelitis, With Observations on Behaviour of Coxsackie 
Viruses in Tissue Culture. D. Duncan, N. Silverthorne, G. A. 
McNaughton and others. Canad. J. Pub. Health 45:55-63 (Feb.) 
1954 |Toronto, Canada]. 


An attempt was made to isolate poliomyelitis viruses from 
the stools of 33 nonparalytic and 10 paralytic cases of polio- 
myelitis in patients admitted to the Hospital for Sick Children, 
Toronto, during the summer of 1952, using the technique of 
tissue culture. Monkey testicular tissue was used to detect polio- 
myelitis virus in pathological specimens; monkeys were also 
inoculated cerebraily. Suckling mice were given injections to 
detect Coxsackie virus. Poliomyelitis virus was isolated from the 
stools of 6 out of 33 nonparalytic and 9 out of 10 paralytic 
cases. The authors conclude that the tissue culture technique 
can be used routinely in a hospital virus laboratory for the iso- 
lation of poliomyelitis virus. The particular type of technique 
they used, in which stool extract is placed in flask cultures of 
monkey testis before subculturing into roller tubes does not 
appear to be as sensitive to the presence of poliomyelitis virus 
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as does monkey inoculation. Of 13 stools that were tested both 
in monkeys and in tissue cultures, 6 isolations were made only 
in monkeys, tissue cultures proving negative; 5 strains were re- 
covered both in monkeys and tissue cultures; and 2 strains were 
isolated in tissue cultures only. In previous experiments with 
strains of virus well adapted to growth in tissue culture, the 
authors found that monkey kidney is a preferable source of 
tissue to monkey testis and allows considerably greater virus 
production. Currently, they employ flask cultures of monkey 
kidney, in the hope that such cultures may prove somewhat 
more sensitive, thus increasing the usefulness of the tissue cul- 
ture method. However, the tissue culture technique presently 
employed by the authors cannot adequately replace monkey 
inoculation. They further stress that once again they demon- 
strated the frequency with which Coxsackie virus is found in 
the stools of poliomyelitis patients. Eighteen out of 33 patients 
with nonparalytic and one out of 10 with paralytic poliomyelitis 
excreted Coxsackie viruses. 


Metastasis of Cancer to Cancer. S. M. Rabson, P. L. Stier, 
J. C. Baumgartner and D. Rosenbaum. Am. J. Clin. Path. 
24:572-579 (May) 1954 [Baltimore]. 


Rabson and associates present five examples of metastasis of 
cancer to cancer. Adenocarcinoma, primary in the cecum, was 
found in lymphosarcomatous areas of lung, liver, pancreas, and 
abdominal lymph nodes. Two instances are included of pul- 
monary carcinoma spreading to clear cell carcinoma of the 
kidney. In two others, adenocarcinoma of the prostate also 
invaded renal clear cell cancer. The authors feel that the paucity 
of recorded examples of the metastasis of cancer to cancer 
cannot be readily explained by failure of observation or of 
publication, especially since about 2,500 cases of multiple 
cancer have been reported. The rarity may be biological; it is 
as if, having staked out its claim in an organ or area of an 
organ, a cancer is thus protected from invasion by a rival. Just 
as it destroys the tissues of the host, so it may destroy any cells 
that come within its reach, regardless of their character. Could 
it be that neoplasms produce substances locally antagonistic to 
other new growths, thus militating against the settlement of an 
already cancerous locus by another tumor? Substances produced 
by neoplasms could perhaps be introduced into and around 
another type of neoplasm to ascertain whether the latter under- 
goes regressive changes. 


Experimental Studies on Bacterial Contamination of Bank 
Blood: I. The Nature of “Toxicity” of Contaminated Blood. 
P. Geller and E. Jawetz. J. Lab. & Clin. Med. 43:696-706 
(May) 1954 [St. Louis]. 


A strain of paracolon bacteria isolated from banked blood 
believed to have been associated with a serious transfusion re- 
action multiplied readily from small inoculums in whole human 
blood stored at 4 C (39.2 F). Fresh refrigerated blood reduced 
the viable bacterial count to low levels within a few hours after 
inoculation, but some cells usually survived and eventually 
multiplied. With inoculums of approximately 100 cells per milli- 
liter of blood, the lag period was extended up to one week 
before multiplication began. The multiplication rate of para- 
colon bacteria in refrigerated blood was affected only slightly 
by short interruptions of refrigeration. When artificially con- 
taminated blood containing sufficiently large numbers of viable 
paracolon or coliform organisms was injected into mice, death 
usually resulted in from 6 to 18 hours. Antibiotics or specific 
antibacterial serum protected the animals against the toxicity 
of contaminated blood. Antibacterial serums gave no protection 
against crude endotoxin preparations obtained from the homolo- 
gous organism. Cortisone in a wide range of dosages did not 
protect mice against the bacterial endotoxins or against the 
viable organisms in the contaminated blood. The sudden dea‘h 
in mice after the injection of blood containing living gram- 
negative bacteria pointed more to an “intoxication” than to an 
invasive infection, but attempts to separate a soluble toxin-like 
material from the contaminated blood were unsuccessful. The 
protective effects of antibiotic therapy, coupled with the ob- 
servation that antibacterial serum protected mice against lethal 
numbers of living bacteria but not against crude endotoxin 
preparations, pointed to the viable celi as an important com- 
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ponent of the acute reaction. However, blood was toxic for 
mice only when it contained between 108 to 10° viable bacteria 
per cubic centimeter. This number was only 10 to 100 times 
smaller than the minimum lethal number of heat-killed cells or 
the equivalent of endotoxin preparations. Bacterial endotoxins 
are primarily responsible for the acute reaction and death. 


Mechanism of Radiation Anencephaly, Anophthalmia, and 
Pituitary Anomalies: Repair in Mammalian Embryo. S. P. 
Hicks. A. M. A. Arch. Path. 57:363-378 (May) 1954 [Chicago]. 


The paper is one of a series on developmental malformations 
produced by radiation. It has been demonstrated that low 
dosages of x-rays administered to pregnant rats and mice cause 
in the embryos and fetuses a fairly reproducible series of mal- 
formations that have been approximately correlated with the 
time of injury. In the rat, starting on the 9th day, irradiation 
produces severe head and, especially, brain malformations 
(anencephaly), anophthalmia on the 10th day, hydrocephalus 
and other brain deformities on the 11th and 12th days, cord and 
spinal anomalies on the 11th to 13th days, and various patterns 
of microcephaly and later cerebellar deformities from the 12th 
day until the neonatal period. Other visceral, skeletal, and limb 
deformities occur in the 9 to 12 day period. No series of really 
precise correlations between the age of the embryo at the time 
of radiation injury and the resultant malformation had been 
available. The present study utilizes a procedure of irradiating 
the pregnant animal on a certain estimated day of gestation, 
removing some embryos four hours later (ample time for 
radiation necrosis of vulnerable cells to become visible), and 
removing the remaining fetuses at one or more subsequent times. 
This method provides a much closer approximation of the 
average age of the litter of embryos, the sites of radiation injury, 
and the resultant malformation, all in one litter. It had been 
previously established that malformations, especially of the 
nervous system, were closely associated with or initiated by the 
destruction of the nonmitotic differentiating primitive neuro- 
blasts and spongioblasts that are selectively killed by low dosages 
of radiation. The present experiments show that, despite exten- 
sive necrosis of differentiating neural cells and cells in an 
analogous stage in other developing systems, nearly complete 
repair can occur in many zones. Radiation malformations are 
the result of a balance between radiation damage and the capacity 
to repair in any developing zone. Virtually only the optic pits 
(and probably their adjacent mesenchyme and ectoderm) fail to 
recover. Repair is from the primitive mitotic cells, such as neur- 
ectoderm and some primitive mesenchyme cells, which are 
relatively radioresistant. 


The Use of Radioisotopes as Tracers in Cigarette Smoke. 
W. A. Wolff, E. G. Purdom and J. A. Isenhower. North Caro- 
lina M. J. 15:159-163 (April) 1954 [Winston-Salem, N. C.]. 


Methods were developed for entraining certain radioactive 
materials in smoke from cigarettes and for depositing this radio- 
active smoke in the lungs of anesthetized dogs. The pattern of 
the smoke deposit in the lungs was mapped by measurements 
with the Geiger-Miiller tube and by radioautographic techniques. 
This paper describes the general method and gives results ob- 
tained with three radioactive isotopes, sodium (Na?*), potassium 
(K#2), and arsenic (As7*). More than 20 dogs were used in study- 
ing the pulmonary distribution of smoke from cigarettes con- 
taining K*2, Experiments on the first few animals served to 
develop the standard technique. Sixteen dogs were carried 
through the standard smoking procedure with K**. Taken as 
a whole, these experiments show a diffuse random distribution 
of smoke particles throughout all areas of the lung. Ten dogs 
were used in studying the pulmonary distribution of smoke from 
cigarettes treated with Na*‘, Satisfactory results were obtained 
in 8 of these 10 dogs. The pattern of distribution was similar 
to that obtained with K*?; there was a diffuse random deposit 
of smoke throughout all areas of the lung. When As’7® is 
employed as the tracer substance in cigarette smoke, the amount 
of radioactive material deposited in the lung is far greater than 
with the other substances, a fact that is due to the larger amount 
of arsenic entrained in the smoke. The use of radioisotopes as 
tracers in cigarette smoke has certain limitations. A sharp dis- 
tinction must be made between deposition of smoke and the 
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fate of the smoke particle after deposition. Once the smoke 
particle is deposited on the wall of the respiratory passage, the 
isotope ceases to be an accurate tracer for smoke as such. For 
example, compounds of Na?* and K*? may diffuse away from 
a droplet containing nicotine and tars and thus become tracers 
solely for the inorganic ash fraction of the smoke. The nicotine 
molecule must be labeled with a tracer such as radioactive 
carbon (C!*) in order to get information regarding the behavior 
and fate of the nicotine fraction after the smoke particle js 
deposited. The same is true for the tar fraction of smoke. Par- 
ticular isotopes may also be used as tracers for extraneous 
materials added to tobacco during growth or processing. For 
example, As7®, in addition to labeling the smoke deposit, may 
serve as a tracer for arsenical insecticide residues on tobacco. 
It should be emphasized that the concentration of radioactive 
material in the lung is the result of several opposing factors— 
(a) the total amount of isotope entering the lung with the smoke: 
(b) the amount leaving with the expired air; (c) the amount 
actually deposited in the pulmonary air passages; and (d) the 
amount removed by the blood stream. While the above experi- 
ments are far from quantitative, it appeared that the amount 
of radioactive material present in the lung at the end of the 
smoking period was only 5 to 25% of the total amount deposited 
in the lung. This would suggest a rapid removal of smoke—at 
least the ash constituents—from the lung by the blood stream. 


RADIOLOGY 


Carcinoma of the Floor of the Mouth. S. Cade. Brit. J. Surg. 
41:225-230 (Nov.) 1953 [Bristol, England]. 


This paper is one of four on carcinoma of the floor of the 
mouth. The report is based on 118 patients observed at West- 
minster Hospital, London, from 1925 to 1951. Ninety-seven 
of these were treated before 1947, but eight of them were lost 
sight of in less than five years. Twenty-four of 89 suitable for 
assessment remained well for five or more years. Carcinoma of 
the floor of the mouth is a clinical entity only in its early 
stages; involvement of adjacent structures is common. The 
tumor is an epithelioma varying in keratinization and anaplasia. 
About 80% of these lesions occur in men. The differential diag- 
nosis must rule out chronic inflammatory conditions, salivary 
calculi, and specific infections, and in addition attention should 
be drawn to four other conditions that may cause difficulty 
in diagnosis: (1) benign mucous-and-salivary gland tumors 
primarily situated in the floor of the mouth; (2) acute monocytic 
leukemia with ulceration in the mouth and enlargement of the 
cervical lymph nodes; (3) metastasis in the lower jaw and adjoin- 
ing gum and mouth floor from a clinically silent primary 
growth in the tongue; and (4) a primary malignant growth in 
the mouth that may be a sarcoma of the rhabdomyosarcoma 
type. A further point of interest in cancer of the mouth floor 
is the occurrence of a second and independent primary growth, 
sometimes many years after the appearance of the original 
lesion in the mouth. In the cases under review, such tumors 
occurred in the urinary bladder, rectum, bronchus, esophagus, 
or elsewhere in the mouth and pharynx. The tendency to 
familial occurrence was demonstrated by the occurrence in two 
sets of brothers (one of them twins) and in one set of sisters. 
Radiation therapy is the method of choice in early localized 
lesions. The author used mostly radium needles and teleradium, 
because neither intraoral radium applicators nor roentgen irradi- 
ation produced encouraging results. Local involvement of the 
tongue and gums requires local diathermy in addition. Involve- 
ment of bone and widespread disease in the mouth are more 
amenable to extensive surgical excision. Except for bone graft- 
ing, the local closure should be accomplished as quickly as 
possible. Tube pedicles are badly tolerated by patients with 
mouth cancer, and other methods, such as rotation or sliding 
flaps, should be employed. In view of the magnitude of the 
surgical procedure, only patients with a good prognosis should 
be submitted to surgery. Criteria of inoperability are (1) spread 
posteriorly and involvement of the pharyngeal mucosa or the 
pharyngeal part of the tongue; (2) adherence of the lymph nodes 
to the vascular sheath; (3) edema of the subcutaneous tissue; 
and (4) gross involvement of the soft tissue of the subman- 
dibular and submental areas. 
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BOOK REVIEWS 


School Health Services: A Report of the Joint Committee on Health 
Problems in Education of the National Education Association and the 
American Medical Association with the Cooperation of Contributors and 
Consultants. Edited by Charles C. Wilson, M.D., Professor of Education 
and Public Health, Yale University, New Haven, Conn. Cloth. $5. Pp. 
486, with illustrations, National Education Association of the United 
States, 1201 16th St., N.W., Washington 6, D. C.; American Medical 
Association, 535 N. Dearborn St., Chicago 10, 1953. 


This book, directed to physicians, dentists, nurses, teachers, 
and others concerned with the health of children of school age, 
suggests policies and methods to guide the development of 
soundly conceived school health service programs in various 
types and sizes of school systems. Throughout the volume 
emphasis is given to the need for cooperation of parents, 
private practitioners of medicine and dentistry, departments of 
health, community health agencies, and the schools in develop- 
ing an effective program of health services for children of 
school age. This is an appropriate textbook for institutions 
preparing physicians, public health personnel, or teachers; it 
should serve an equally useful function in the in-service educa- 
tion of school health personnel. It contains specific recom- 
mendations and practical illustrations concerning various aspects 
of the school health program, including appraisal of general 
pupil health, visual status, and auditory acuity; dental health 
services; mental health services; health counseling and follow-up 
of health problems; adjustment of school programs to individual 
needs; special health problems such as heart disease, epilepsy, 
and tuberculosis; emergency care procedures; communicable 
disease control; school sanitation; health services in physical 
education and school camping; health of school personnel; 
administrative aspects of school health services; evaluation of 
school health services; and legal and legislative considerations. 
The joint committee had the assistance of outstanding con- 
tributors and consultants from all parts of the country in the 
preparation of this book, which should take its place beside 
“Health Education,” an earlier publication of the joint com- 
mittee, as an authoritative reference work. 


Paying for Medical Care in the United States. By Oscar N. Serbein, 
Jr. Cloth. $7. Pp. 543. Columbia University Press, 2960 Broadway, New 
York 27; Oxford University Press, Amen House, Warwick Sq., London, 
E.C.4, 1953. 


This study was made by the research staff of Columbia 
University under a grant from the Health Information Founda- 
tion to analyze “the methods used by the people of the United 
States in paying for medical care.” The author states the three 
objectives of the research: to identify and discuss the sources of 
funds used by the public to defray medical expenses, to evaluate 
these methods, and to consider the possibilities for further 
development of the current methods of paying for medical 
care. The discussion throughout is limited to illness and to the 
methods of paying for its treatment. The Columbia staff did 
not undertake any new research but used the large amount of 
existing work in the area of medical care payments as a back- 
ground for analysis. The information on medical payments was 
derived from government agencies and from private research 
organizations and those representing special groups, operating 
units, and persons. 

The first section of the book is devoted to a definition of 
general terms, such as health, medical care, and incidence of 
illness, The subject of meeting the cost of illness is not discussed 
until chapter 7. Three main segments of society—consumers, 
business, and government—are designated as the payees of 
medical care; there is an examination of each in subsequent 
sections of the book. More and more persons are meeting 
medical expenses by enrolling in prepayment plans. Conse- 
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quently, every type of health insurance from Blue Shield and 
Blue Cross to fraternal society plans is at least mentioned. The 
provisions of various contracts—premiums, coverage, fee 
schedules, and benefits—are discussed in detail. 

The author has given little attention to medical care pro- 
grams sponsored by business, but proceeds directly to an ex- 
tended discussion of governmental programs on federal, state, 
and local levels. He draws an interesting conclusion to the sec- 
tion on governmental medical care, “No governmental unit pays 
for the general medical care of all its citizens.” Governmental 
action is directed toward specific illnesses and specific segments 
of the population; in 1952 over 25 million people received 
some type of medical care from the federal government. After 
the abundance of tabulations and textual material on the first 
objective of this study (the sources of funds), the second objec- 
tive (evaluating the methods of payment) seems to be slighted. 
The effectiveness of prepayment plans is summarized by listing 
the strong and weak points of medical care insurance. The 
author implies that there is need for much improvement in the 
field, but whether it “is to be expected will depend on the 
degree to which data on the amount, character, and disposition 
of personal resources, and the extent and scale of medical 
charges can be measured.” The book contains a comprehensive 
supply of tables and statistical material and, therefore, would 
be valuable for general reference. Dr. Serbein has been con- 
scientious in the task of separating factual information from 
summary and opinion. 


The Roentgenologist in Court. By Samuel Wright Donaldson, M.D., 
F.A.C.R., Roentgenologist, St. Joseph Mercy Hospital, Ann Arbor, Mich. 
Second edition. Cloth. $7.75. Pp. 348. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W. Toronto 
2B, 1954. 


This new edition of a book originally published in 1937 still 
bears a somewhat misleading title. Although some emphasis is 
given to the perplexities that may arise when a roentgenologist 
is called into court as a witness, most of the discussion relates 
to aspects of medicolegal problems that are only indirectly 
associated with this subject. The book is readable and informa- 
tive if carefully read. Some statements in it may confuse the 
casual reader. To illustrate, on page 13 the author states: 
“Within the meaning of the New York State Public Health 
Law, superfluous hair on the face is a deformity, and its 
removal with an electric needle is, therefore, the practice of 
medicine under the New York Medical Practice Act.” A New 
York court decision so holding is cited, but that decision was 
reversed on appeal, as the author himself relates on the page 
that follows. On page 32 the author suggests: “The implied 
contract created by the physician-patient relationship also 
places the physician under the obligation of continuing to render 
his services as long as the patient requires aid.” This statement 
does not accurately and fully reflect the legal duty imposed on 
a physician to continue in attendance on a patient, as the 
author himself recognizes in a succeeding paragraph. The dis- 
cussion that begins on page 98 and that deals with operations 
to produce sterility may be somewhat confusing by reason of a 
failure to point out clearly the difference in law between opera- 
tions performed under authority of a eugenic sterilization 
statute, those dictated by therapeutic necessity, and those per- 
formed to prevent conception for economic reasons solely. The 
reviewer does not intend either to be hypocritical in pointing 
to these specific instances in which the text might have been 
clarified for the benefit of readers or to imply that other similar 
instances could not be cited. The book, on the whole, may be 
consulted with profit by physicians whether or not they are 
roentgenologists. 
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Administrative Medicine: Transactions of the First Conference, March 
9, 10 and 11, 1953, New York, N. Y. Edited by George S. Stevenson, 
M.D., Medical Director, National Association for Mental Health, New 
York. Cloth. $3. Pp. 176, with 6 illustrations. Josiah Macy, Jr., Founda- 
tion, 16 West 46th St., New York 36, 1953. 


It is quite likely that no one who reads this little book will 
entirely agree with the viewpoints expressed in it. The purpose 
of this book is stimulation rather than persuasion. The book 
is the almost verbatim transcript of the proceedings of a con- 
ference conducted by the Josiah Macy, Jr., Foundation. The 
participants were chosen not as protagonists of one viewpoint 
or another, but as representatives of the various disciplines 
related to administrative medicine. During the 1953 meeting, 
Dr. Willard C. Rappleye summed up the need for keen think- 
ing on administrative medicine; his remarks serve as a foreword 
to the book: “The complexities of present-day living in a 
modern industrial society have had a severe impact on the 
earlier simple relationships of physician and patient, and the 
indifference of industry and public to health matters. . .. Yet 
the needs in matters of health, sickness and disability are still 
individual and personal. ... There is an urgent need in many 
communities for sound, regional planning by competent medi- 
cal and community leaders to secure, distribute and coordinate 
local facilities and trained personnel. The essential feature of 
any well-conceived program is the quality of the services 
rendered. . . . The organization and methods of financial sup- 
port should be formulated to maintain and improve that quality, 
not merely to provide services at low cost.” 

This perplexing problem, Dr. Rappleye argues, requires 
serious attention to research in administrative medicine. Because 
of the intentionally formless character of the book, it is hard 
to review. Perhaps some idea of its content can best be given 
by mentioning a few of the participants in the discussion and 
several of the subjects discussed. Among the participants were 
Dr. Thomas Murdock, American Medical Association Trustee; 
Dr. George Baehr, president, Health Insurance Plan of Greater 
New York; Anna Fillmore, general director, National League 
for Nursing; Dr. Lowell J. Reed, president, Johns Hopkins 
University; and Dr. W. Palmer Dearing, Deputy Surgeon 
General, United States Public Health Service. Subjects included 
the definition of preventive medicine, admission policies in our 
medical schools, teamwork and hierarchies in hospitals, methods 
improvement, social sciences as a more necessary background 
than natural sciences for the premedical student, episodic medi- 
cine versus a concept of health and disease and rehabilitation 
as a continuum, and group practice. The book gives no solu- 
tions; the group was not charged with producing any. In this 
first of five annual meetings, it merely began the exploration 
of a difficult subject with many facets. Whether or not the 
reader agrees with the experts, this report should stimulate him 
is do some thinking on the acuteness of the problem of admin- 
istrative medicine and the necessity for evolving a reasonable 
solution to it. 


School Health Education: A Textbook for Teachers, Nurses, and Other 
Professional Personnel. By Delbert Oberteuffer, Ph.D. Second edition. 
Cloth, $4.50. Pp. 454. Harper & Brothers, 48 E. 33rd St., New York 16, 
1954, 


This is a revision of an earlier edition that has become one 
of the widely used volumes on health education in schools. Some 
of the chapters have been largely rewritten, others have been 
less extensively but appropriately revised, and the inclusive lists 
of resources and references have been brought up-to-date. In 
the first part of the book, after a discussion of the place of 
health in education, the basic health problems that the schools 
face are described. Part 2 is concerned with the health cur- 
riculum and teaching, including material on the aims and 
patterns of motivation, course organization, teacher preparation 
and resources, and evaluation of instruction. Part 3 deals with 
health service activities, environmental control, and administra- 
tive and personnel relationships in the school and community. 
As this summarization indicates, the book provides broad cover- 
age of the various aspects of the school health program. The 
word education in the title gives appropriate emphasis to the 
fact that health activities taking place in the school, conducted 
under its auspices, or carried on cooperatively with community 
agencies should be planned and developed as worthwhile edu- 
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cational experiences. The book will no doubt have its greatest use 
as a textbook for teacher education, but it should also serve a 
useful function as a reference manual for others involved ip 
school health education. 


Histopathology of the Skin. By Walter F. Lever, M.D., Clinical Asso- 
ciate in Dermatology, Harvard Medical School, Cambridge, Mass. Second 
edition. Cloth. $12. Pp. 518, with 281 illustrations. J. B. Lippincott Com. 
pany, 227-231 S. Sixth St., Philadelphia 5; Aldine House, 10-13 Bedford 
St., London, W.C.2; 2083 Guy St., Montreal, 1954. 


Though it has been but five years since the appearance of the 
first edition, this revision was made necessary by the rapidly 
changing concepts and newer knowledge of histopathology of 
the skin. This edition, like the first, clearly reflects the modern 
views on the subject. The section on bullous diseases, particu- 
larly pemphigus, has been completely revised. In light of the 
newer knowledge of the histogenesis of the nevus cells, the 
section on the melanomas has been rewritten. The newly 
developed stained sections of cutaneous fungous infections are 
described, and many diseases of general interest such as por- 
phyria, chronic beryllosis (beryllium granuloma), and ochrono- 
sis are also discussed fully. More than 50 new and well- 
selected photomicrographs have been added, and several old 
ones have been replaced so that the book continues to be an 
authoritative and thoroughly up-to-date work. Each disease is 
introduced by a brief but excellent clinical description that adds 
to the book’s appeal for both student and practitioner. 


Cold Spring Harbor Symposium on Quantitative Biology. Volume 
XVIII: Viruses. Cloth. $8. Pp. 301, with 112 illustrations. Biological 
Laboratory, Cold Spring Harbor, L. I., N. Y., 1953. 


This volume, made up of 41 papers and discussions, is an 
excellent summary of basic virus research, as of June, 1953, 
when the symposium was held. The book is meant for serious 
students of virology, not for beginners. The treatment is uneven, 
depending on whether the subject under discussion is ready for 
integration and on the selection of topics by the organizing 
committee. The symposium was an attempt to bridge the gap 
between studies of bacterial and of animal viruses. Many of 
the concepts that have been developed to explain the multipli- 
cation of bacterial viruses can be taken over to guide the 
animal virologist, but the organizers of the symposium leaned 
so heavily on the bacterial viruses and the intricate details of 
their study that much valuable material in terms of animal 
virology was curtailed or omitted from the discussions. It might 
be that the bacteriophage worker can learn from the animal 
virus worker, as well as vice versa. Severa! workers pointed 
out that viruses have a life cycle, even though it is one that 
takes place within single cells of their host. From this volume, 
it appears that viruses have a dual nature. When released from 
cells they are inert particles in which the viral genetic material 
is stabilized in such a form that it can be transferred to new 
susceptible cells. In contrast, when present within cells, viruses 
become incorporated into, and at times may direct, the function 
of the cell. Yet, it is the extracellular virus that has received 
the attention of biochemists and immunologists, undoubtedly 
because of its availability for study. Only in its intracellular 
existence, however, does the virus behave like a living organism. 
A virus develops only when it is in its intracellular, vegetative 
state; this development usually leads to the death of the cell. 
Certain viruses of bacteria can enter into the provirus state in 
which they exist as noninfectious genetic units of the cell. The 
provirus appears to be bound to a chromosome-like structure 
of the nucleus and divides with it during cell multiplication. 
Viruses are preserved by this intimate relationship with the 
cell, and at the same time the cell is rendered immune to attack 
by related infectious viruses. A provirus is transformed into a 
vegetative virus (induction) by a local disturbance in the 
bacterial cell by which the provirus loses its position on the 
chromosome and develops into a mature virus. 

One of the most notable contributions to the volume is that 
of Dulbecco and Vogt. They have developed tissue culture 
techniques for handling animal viruses, including that of polio- 
myelitis, that permit quantitation as accurate as that possible 
to bacteriophage workers. The presence of each infective virus 
particle can be determined by its ability to produce localized 
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areas of cell necrosis (plaques) in monolayer sheets of cells 
crown in Petri dishes. The growth cycle of certain animal viruses 
was found to be virtually identical with that of bacterial 
viruses, with the exception of the mechanism of release of the 
virus from cells. Because of the sturdy bacterial wall, bacterial 
viruses accumulate during their propagation until the cell 
ruptures and dies. In the absence of a rigid cell wall, animal 
cells do not accumulate viruses in the same way, but rather 
begin to release them soon after they are formed, before the 
death or lysis of the cell. The technique also offers great possi- 
bilities for studying the progeny of single virus particles. It has 
already stimulated systematic investigations of laboratory- 
produced virus mutants, which might prove suitable as vaccines 
against their natural, virulent relatives. 


The Sexual Offender and His Offenses: Etiology, Pathology, Psycho- 
dynamics and Treatment. I: Review of the Literature [1912-1951]. Il: 
Psychodynamics of Sexual Offenses and a Formulation of the Problem. 
By Benjamin Karpman, M.D., Chief Psychotherapist, St. Elizabeths Hos- 
pital, Washington, D. C. Cloth. $10. Pp. 744. Julian Press, Inc., 251 
Fourth Ave., New York 10, 1954. 


In section 1 of this work the author presents a survey of the 
literature on the nature, distribution, and psychiatric classifica- 
tion of the sex offender and his offenses, the medicolegal ques- 
tions involved, and various current methods of prevention and 
treatment. The style here is frequently telegraphic or cryptic, 
and the conflicting opinions of various authors are often merely 
assembled rather than integrated and analyzed. However, since 
the general field is covered and topically summarized, this sec- 
tion constitutes a valuable reference index to many publications 
in the recent literature. 

Section 2, in which Karpman presents his own theories as to 
the psychodynamics of sexual offenses, begins with the follow- 
ing sweeping elimination of all other contributions: “Conven- 
tional psychiatry offers but little by the way of explaining the 
meaning of sexual offenses, their pathology and their treatment; 
not even clues. Other disciplines interested in the problem, such 
as psychology, sociology and so on, do not offer any better 
understanding or hope. . . .” To fill the void thus created, Karp- 
man submits that “sexual offenses are a direct descendant of 
the clinical condition known as perversion, or paraphilias, which 
dynamic psychiatry views as being essentially in the nature of 
neuroses.” Unfortunately, this pronouncement is not further 
clarified in the next 289 pages, despite 300 case studies (described 
on the dust jacket as “meticulously reported”) and a plethora 
of discursive commentaries. Under the heading of topical syn- 
opsis, Karpman scrutinizes certain psychiatric and legal concepts 
of sexual psychopathy more objectively, but again without 
reaching any consistent conclusions. 

The volume ends with a list of 312 questions to be asked the 
suspected sexual offender in a “psychogenic interview.” It 
begins with “Q. 1. Describe each of your paternal grand- 
parents. If they are dead and you have no memory of them or 
had no childhood association with them, tell whatever you had 
heard about them from others. .. .” and closes with “Q. 312. 
Do you believe in birth control, or are you firmly opposed to 
it? If you believe in it, discuss the circumstances under which 
you consider it justified.” Presumably, after this ordeal, the most 
hardened sexual offenders would go and sin no more. Since this 
volume has an extensive bibliography and is well indexed, it 
will prove convenient to bibliophilic attorneys, sociologists, 
psychiatrists, and others interested in forensic sexology. How- 
ever, since many sections of the text must be read critically, 
it is recommended only to those specially trained in this difficult 
field. 


The Child, His Parents and the Nurse. By Florence G. Blake, R.N., 
M.A., Associate Professor of Nursing Education, University of Chicago, 
Chicago. Foreword by Adrian H. Vander-Veer, M.D. Cloth. $5. Pp. 440. 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; Aldine 
House, 10-13 Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1954. 


This book presents a well-authenticated appeal for a change 
in emphasis in the nurse’s role in the care of children. The 
functional method of assignment commonly practiced in pediat- 
ric wards centers the nurse’s interest on routines, techniques, 
and procedures. When a functional method of assignment is 
used, the child is subjected to a variety of human attitudes and 
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feelings and to a great diversity in manual skills. He has no 
one person to depend on, and he can never feel safe, for he 
has no consistent experiences that help him to anticipate sup- 
port, care, and fulfillment from those in his environment. One 
of the most urgent changes that seems to be indicated is the 
instituting of the case method of patient assignment, which 
ensures greater continuity of care for the children and increases 
the student or graduate nurse’s opportunities for learning. This 
type of care lessens the contacts to which children are subjected 
and offers something that more nearly resembles the kind of 
supportive, warm care to which they have been accustomed 
in the home. 

The kind of nursing envisoned by the author demands a 
different orientation—to the patient rather than to the pro- 
cedure. The professional task is to cooperate with others in 
finding ways to provide children with the kind of hospital care 
that prevents the psychological traumas that jeopardize their 
opportunities for personality growth. Establishing and main- 
taining a constructive, satisfying relationship with a child re- 
quires knowledge of children’s developmental needs, study to 
discover their individual requirements, understanding of one’s 
self, and inherent capacity and skill in supplying children with 
what they need to master a current life situation. When the 
child’s problem is the kind that requires mastery of a hospital 
experience and recuperation from illness, the nurse needs knowl- 
edge of his illness and of the medical and physical care he 
requires. She also needs understanding of his basic human 
needs. 

It is with these needs and their fundamental relationship to 
all other aspects of pediatric nursing care that this book 
primarily deals. It does not concern itself with nursing tech- 
niques or procedures per se. The introduction describes the 
author’s concept of the nurse’s role in mental hygiene pro- 
grams of the future. For purposes of clarity and organization, 
the remaining chapters are divided into age periods. It does 
not mean that the author regards each phase of development 
as a clearly demarcated period in the life of the child. Each 
phase of development continues into the next period and be- 
comes fused with it. Much attention is given to encouraging 
an understanding of the normal, healthy child as the approach 
to understanding the sick child. 

This scholarly and provocative book should be read by every 
student and graduate nurse, because it focuses attention on 
long-neglected but vital areas of nursing care. Many of its 
principal tenets are as applicable to adults as to children. The 
basic philosophy in this book is not new— it was advanced 
some time ago and has been supported since by foresighted 
nursing pioneers—but its presentation here is unusually forceful 
and convincing. 


Narcotics and Narcotic Addiction. By David W. Maurer, Ph.D., Pro- 
fessor of English and Humanities, University of Louisville, Louisville, Ky., 
and Victor H. Vogel, M.D., Medical Officer in Charge, European Activi- 
ties, U. S. Public Health Service, Paris, France. Publication number 169, 
American Lecture Series, monograph in Bannerstone Division of Ameri- 
can Lectures in Public Protection, edited by LeMoyne Snyder, M.D., and 
others. Cloth. $7.50. Pp. 303, with illustrations. Charles C Thomas 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, 1954. 


This book is intended primarily for government officials, law 
enforcement officers, judges, probation officers, social workers, 
attorneys, prison officials, criminologists and others who have 
a particular interest in the problems associated with narcotic 
addiction. It is written in such a manner that it is easily under- 
stood by the layman of somewhat more than average intelli- 
gence. Drugs such as the barbiturates, marijuana, cocaine, 
amphetamine, and peyote, which are not regarded as narcotics, 
are also considered because of their deleterious habit-forming 
or addicting propensities. The history and nature of drug 
addiction are discussed, and the individual drugs are described. 
The quantitative and qualitative differences in the pharmaco- 
logical effects and potential harmfulness of these agents are 
clearly presented. A chapter is devoted to identification of drugs 
and proof of addiction. The treatment of narcotic addiction is 
discussed in a manner that makes the lay reader fully cognizant 
of the many difficult problems involved. Legal controls for 
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drugs of addiction are considered. The association of drug 
addiction and crime, as well as the increasing incidence of 
addiction in young people, is of current interest to everyone. 
The final chapter deals with the argot of narcotic addicts. This 
book should be of value to the layman who is directly con- 
cerned with some of the problems of drug addiction. Some 
physicians should also find portions of the book both interesting 
and useful. 


A Bibliography of the Writings of Dr. William Harvey. 1578-1657. By 
Geoffrey Keynes, M.A., M.D., D.Litt. Second edition. Cloth. $10. Pp. 79, 
with 8 illustrations. Cambridge University Press, Bentley House, 200 
Euston Rd., London, N. W. 1; American branch, 32 E. 57th St., New 
York 11, 1953. 


This limited edition should fill a most important place in the 
library of medical historians. Dr. Keynes has made a life-long 
study of Harvey; therefore, this bibliography has much research 
work behind it. The first edition, published in 1928, was a part 
of the commemoration of the tercentenary of the first publica- 
tion of “De Motu Cordis.” The works of Harvey, especially 
“De Motu Cordis,” can still be read with great profit by 
research workers, since they illustrate careful planning and 
methodical pursuit coupled with conservative interpretations. 
The chapter dealing with “De Motu Cordis” is particularly 
useful for those who want to get a quick résumé of this im- 
mortal work. 


Some Papers on Nitrous Oxide-Oxygen Anesthesia. By the late Elmer 
Isaac McKesson, M.D. Edited by K. C. McCarthy, M.D., with foreword 
by Ralph M. Waters, M.D., and biographical sketch by the late F. H. 
McMechan, A.M., M.D. [Reprints.] Privately printed. Cloth. $3.50. Pp. 
180. Toledo, Ohio, 1953. 


This is an excellent book for anesthesiologists. The articles 
have been chosen carefully, and the biographical sketch gives 
a fair portrait of a real pioneer in anesthesia. The foreword 
and the biographical sketch add to the value of the book, but 
a more extensive biography might have enhanced the excellence 
of this monograph. One wishes that Dr. McCarthy had included 
more comments, analyses, and discussion of the stories behind 
the papers presented. This book should be read by all associated 
with anesthesiology, if only for its historical interest. From a 
physiological and pharmacological standpoint, many of the 
views expressed are now outdated, but some are surprisingly 
new and accurate. To newcomers in the field, the ideas pre- 
sented may be misleading. To the real student, the book brings 
to a sharper focus the fact that truths tend to become relative 
with time. 


Die Haiswirbelsiule: Pathologie und Klinik. Von Dr. med. Gerhard 
Exner, Privatdozent fiir Orthopaidie an der Universitat Marburg/Lahn. 
Mit einem Geleitwort von Prof. Dr. Dr. h. c. George Hohmann, Miinchen. 
Cloth. 21.60 marks; $5.15. Pp. 140, with 42 illustrations. Georg Thieme, 
Diemershaldenstrasse 47, (14a) Stuttgart O; in U.S.A. and Canada, 
Intercontinental Medical Book Corporation, New York 16, 1954. 


In this monograph on the cervical spine, the author has pre- 
sented in detail a wealth of new information. The sections that 
cover the degeneration of the cervical spine and its sequelae and 
the chapters concerned with the developmental history and 
anatomy of the cervical spine are especially good. Although Dr. 
Exner’s views on the possible connection of osteochondrosis to 
such functional disturbances as asthma, hypertension, and 
gastrointestinal symptoms are highly speculative, they are inter- 
esting. The author has a tendency to be repetitious, and his 
style of presentation is at times heavy, but these minor faults 
do not detract from the value of this book to anyone who has 
a good reading knowledge of German. 


Atlas of Operative Technic: Anus, Rectum, and Colon. By Harry E. 
Bacon, B.S., M.D., Sc.D., Professor and Head of Department of Proc- 
tology, Temple University Medical School, Philadelphia, and Stuart T. 
Ross, A.B., M.D., F.A.C.S., Attending Proctologist, Nassau Hospital, 
Mineola, N. Y. Cloth. $13.50. Pp. 301, with 403 illustrations. C. V. Mosby 
Co., 3207 Washington Bivd., St. Louis 3, 1954. 


This atlas affords a display of surgical procedures by the 
inclusion of numerous illustrations; 133 pages are devoted to 
drawings. The imtroductory portion covers surgical anatomy 
of the anorectum, preoperative and postoperative care for 
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anorectal surgery, anesthesia, basic instrument set-up for ano. 
rectal operations, surgical anatomy of the colon, preoperative 
and postoperative care for colonic surgery, and methods of 
opening and closing the abdomen. The main portion is divided 
into two parts. In part 1, sketches portray technical methods 
employed to correct malformations of the rectal outlet, cryp. 
tectomy, papillectomy, fissurectomy, incision and drainage of 
ischiorectal and other types of abscesses, fistulectomy, repair of 
rectovaginal fistula, surgical treatment of anal pruritus, hemor. 
rhoidectomy, injection treatment of hemorrhoids, management 
of intraluminal growths and rectal prolapse, and operations 
for anal stenosis, incontinence, and pilonidal disease. Part ? 
portrays the standard abdominal surgical procedures that are 
used to correct various conditions that involve the colon. The 
authors have curtailed and simplified the text in favor of visual 
portrayal. This atlas should serve as a useful guide to surgeons 
and proctologists who perform operations for conditions that 
involve the anus, rectum, and colon. 


The Vitamins: Chemistry, Physiology, Pathology. Volume I. Edited by 
W. H. Sebrell, Jr., Director, National Institutes of Health, Bethesda, 
Md., and Robert S. Harris. Cloth. $16.50. Pp. 676, with illustrations. 
Academic Press, Inc., 125 E. 23rd St., New York 10, 1954. 


This book, the first of a three volume series, presents a 
documented review by 21 contributors who have summarized 
the important current knowledge concerning the chemistry and 
physiology of vitamin A and carotenes, ascorbic acid, vitamin 
Biz, and biotin. While emphasis is placed on chemistry and 
physiology, including such aspects as biochemistry, industrial 
production, estimation, standardization, and occurrence, sum- 
maries dealing with the effects of deficiency, pathology, 
pharmacology, and animal and human requirements also are 
included. Clinical manifestations of vitamin deficiencies or their 
treatment are not presented in detail. References to all citations 
in the text are footnoted throughout. Both author and subject 
indexes are included at the end. The binding, paper, and print- 
ing are excellent. Some sections could have been condensed to 
advantage. This book will be useful chiefly as a reference to 
basic scientific information on the four classes of vitamins cov- 
ered. It is not recommended for practicing physicians unless 
they have a special interest in this field. 


Present Knowledge in Nutrition. Prepared from articles published in 
journal Nutrition Reviews. Revised and edited by editorial staff and 
advisory board. Paper. $2. Pp. 122; 353-361. Nutrition Foundation, Inc., 
Chrysler Building, New York 17, 1953. 


This monograph summarizes current knowledge in each area 
of the field of nutrition and gives a concise picture of recent 
experimental work of leading men in the field. Nutrition Foun- 
dation has also published a five year cumulative index of 
Nutrition Reviews that is available for $1.50. 


Textbook of Organic Medicinal and Pharmaceutical Chemistry. Edited 
by Charles O. Wilson, Ph.D., Professor of Pharmaceutical Chemistry, 
Chairman of Department of Pharmaceutical Chemistry, College of Phar- 
macy, University of Texas, Austin, and Ole Gisvold, Ph.D., Professor of 
Pharmaceutical Chemistry, Chairman of Department of Pharmaceutical 
Chemistry, College of Pharmacy, University of Minnesota, Minneapolis. 
Second edition. Cloth. $10. Pp. 807. J. B. Lippincott Company, 227-231 
S. Sixth St., Philadelphia 5; Aldine House, 10-13 Bedford St., London, 
W.C.2; 2083 Guy St., Montreal, 1954. 

Several persons have contributed chapters to this textbook 
for undergraduates in pharmacy who have had a year of organic 
chemistry. The book covers therapeutic substances and pharma- 
ceutical and diagnostic aids. For the most part, the arrange- 
ment is on the basis of the chemical structures of the com- 
pounds, but some drugs are grouped by their actions, e. g., 
local anesthetics, antimalarials, antibiotics, and analgesics. Al! 
of the drugs in the United States Pharmacopeia XIV, the 
National Formulary IX, and the 1953 editions of New and 
Nonofficial Remedies and of Accepted Dental Remedies are 
included. There also are two general chapters on the relation- 
ships between physicochemical properties of drugs and their 
biological action and on the metabolism (detoxication) of drugs 
in the body. The subject index is exhaustive, but many of the 
entries are not made in accordance with good indexing prac- 
tice. Much of the writing is pedestrian, some of it is ambiguous, 
and most of it shows negligence in the use of technical English. 
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HORMONES IN TREATMENT OF 
RHEUMATOID SPONDYLITIS 
To THE Epitor:—Has corticotropin (ACTH) and cortisone been 
of any help in rheumatoid spondylitis? 

Joseph S. Warnick, M.D., Freehold, N. J. 


This inquiry was referred to three consultants, whose re- 
spective replies follow.—Eb. 


ANSWER.—Rheumatoid spondylitis does not generally respond 
to corticotropin and cortisone as well or as completely as does 
peripheral rheumatoid arthritis, but, when they are given initially 
in adequate doses to patients with early rheumatoid spondylitis, 
the first response is often dramatic. The difficulty lies in main- 
taining the favorable effect. Long-term studies show that only 
a small percentage will continue to do well within the safe 
dosage range. A full program of corrective exercises, chest ex- 
pansion, and postural training is essential for all patients with 
rheumatoid spondylitis. Phenylbutazone (Butazolidin) used with 
proper precautions or roentgen therapy or both are generally 
helpful. 


ANSWER.—Cortisone has been widely used in the treatment 
of rheumatoid spondylitis. Results of such treatment, selection 
of patients, dosage, and other management during treatment 
have been about the same as in patients with peripheral rheu- 
matoid arthritis. When cortisone is used in the treatment of 
spondylitis, it should be combined with physical therapy, 
adequate rest, appropriate protection and support of the spinal 
column, use of a firm bed, simple analgesics, and, in some cases, 
application of roentgen therapy to the spinal column. 


ANSWER.—In general, treatment of rheumatoid spondylitis 
should follow the principles applicable to the treatment of a 
patient with rheumatoid arthritis affecting joints of the extremi- 
ties. Detailed plans should be laid out for proper rest and 
regulation of physical activities consistent with the severity and 
intensity of the disease. Physical therapy should include 
application of heat, massage, deep breathing, and postural 
exercises. If deformities have developed and the patient is 
stooped, efforts should be directed toward regaining lost height 
by stretching exercises. Diets should be planned to correct either 
overweight or underweight and to supply needed amounts of 
proteins and vitamins. A search should be made for infected 
foci, and any such sites found should be treated properly with 
a view of relieving the organism of every possible disease burden. 
As to cortisone and corticotropin, an estimate of the ultimate 
value of these agents for rheumatoid spondylitis cannot yet be 
made because the period of observation of their use is still brief 
in relation to the chronic and long-lasting character of this ail- 
ment. Available information indicates that early, desirable effects 
on rheumatoid spondylitis may be obtained, similar to the results 
in rheumatoid arthritis of peripheral joints, and that cortisone 
may be given initially by mouth, in daily doses of about 100 mg. 
for adults. An effort may be made in every instance to lower 
the dose gradually after a satisfactory improvement has been 
achieved. Some patients, though not all, maintain modest or 
moderate benefits with daily doses of 25 to 50 mg. Corticotropin 
may induce improvement comparable to that achieved with 
cortisone. This hormone must be given intramuscularly. Usual 
doses required to achieve initial satisfactory control range from 
40 to 80 units daily. An attempt should be made, in every in- 
stance, to lower the daily dose of this substance gradually to the 
minimum amount capable of maintaining reasonable clinical 
control. 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


QUERIES AND MINOR NOTES 





STRABISMUS IN INFANTS 
To THE Epitor:—Please discuss the advisability of treating 
strabismus (concomitant) in a baby 6 months old by dropping 
atropine into the straight eye. What is the best age to begin 
correctional treatment? 
H. E. McCormick, M.D., Vincennes, Ind. 


ANSWER.—The instillation of atropine into the noncrossing 
eye is a common and recognized method of treating strabismus 
in infants. Its purpose is to paralyze accommodation in the 
straight eye so that vision will be poorer in this eye than in 
the crossing eye. Fixation with the deviating eye will then be 
preferred, and amblyopia in this eye may be prevented. This, of 
course, results in deviation of the previously straight eye, but 
sometimes once vision becomes equal in the two eyes paral- 
lelism results. Treatment of squint should begin as early as it 
becomes evident that a constant deviation is present. Strabismus 
should of course be differentiated from the aimless movements 
of the eye occurring the first several months after birth. Six 
months of age is by no means too young to begin treatment. 
The treatment should be directed first toward determining the 
presence or absence of intraocular or central nervous system 
disease causing the deviation of eyes. Having learned that no 
such conditions exist, treatment should be aimed toward the pre- 
vention of the development of blindness from disuse (amblyopia 
ex anopsia) in the deviating eye. This may be done by instillation 
of a cycloplegic or by covering the noncrossing eye so that it 
cannot be used. The crossing itself is looked on as a defect that 
can be corrected at a later date surgically or optically. Usually 
by the age of 9 or 10 months it is possible to measure the total 
error of refraction. This should be done after a cycloplegic has 
been introduced in each eye for several days so as to paralyze 
accommodation as much as possible. A full correction of any 
refractive error present should be given, as many of these squints 
initially represent an anomaly of the accommodative convergence 
reflex. Elimination of the need for accommodation for clear 
distant vision may do away with the deviation. Special frames 
are available for these very young children, and for the most 
part, if hyperopia is very marked, they take gratefully to the 
lenses. The future course of therapy depends considerably on 
the amount of crossing present, the fusion status, and the exact 
nature of the squint. All squints, however, are far easier to treat 
and the results far superior if vision is equal in the two eyes. 


TEMPORAL ARTERITIS 

To THE Epitor:—For two weeks the patient has had a throbbing 
pain in both temples that has been diagnosed as arteritis. His 
blood pressure, blood chemistry, blood count, and urinalysis 
are normal. He is 65 years old. Please advise what to do, as 
the pain is becoming intolerable. M.D., New York. 


ANSWER.—Temporal arteritis is a syndrome of unknown 
cause, characterized by the sudden appearance of local pain in 
one or both temples, occasionally associated with slight fever 
and malaise. Both sexes may be afflicted, and the disease is most 
common in middle and late life. On examination one finds firm, 
solid temporal arteries that are tender, and the overlying skin 
is warm. Therapy in the past has included segmental resection 
of a portion of the involved temporal artery, and this is often 
followed by dramatic relief, although the disease tends to dis- 
appear spontaneously after a number of weeks or months. The 
diseased sections of the involved arteries show thrombosis 
and acute inflammation of all layers of the artery. There may 
be an associated blood eosinophilia. More recently corticotropin 
(ACTH) and cortisone have been tried, reputedly with great 
success, in the treatment of this self-limited disease. 
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CARD FOR PERSONS ALLERGIC TO PENICILLIN 


To THE Epitor:—ZIt has been suggested that persons allergic 
to penicillin should have this fact tattooed on their skin. Such 
information would guide the physician in case these persons 
should come under his care in an unconscious condition. Do 
you have knowledge relative to any routine concerning loca- 
tion and wording of such a message? 


S. W. Westing, M.D., West Hartford, Conn. 


ANSWER.—It is wise for persons allergic to penicillin or horse 
serum to have some notice on themselves indicating that these 
substances may be harmful to them. One must distinguish, how- 
ever, between those whose previous reactions were of the “serum 
sickness” type, i. e., delayed for several days and consisting of 
urticaria and angioneurotic edema, or of the immediate type, 
consisting of urticaria, asthma, or shock. In the first type the 
danger is little and the person may not have any reaction on 
subsequent injections. The immediate type of reaction indicates a 
great hazard and may be fatal. Tattooing is not a favorite 
method of labeling such a sensitive person. If it were done, 
presumably the arm would be the best site, but there is no agree- 
ment about the wording. A more practical procedure would 
be to have the person carry a typed card, preferably immedi- 
ately beneath the transparent window of the card section in the 
wallet. This card should read somewhat as follows: “I am highly 
allergic to penicillin [or serum]. Under no circumstances should 
this drug be administered to me in any form.” 


ALASTRIM 

To THE Epitor:—While treating a patient with alastrim I ob- 
served a highly positive Kahn test. Has this been reported 
before? The high temperature of 39 to 40 C (102.2 to 104 F), 
the general state of the patient, and the typical umbilicated 
pustules disappeared dramatically after one day, with 150 mg. 
of cortisone given as tablets. M.D., Venezuela. 


This inquiry was referred to two consultants, whose respec- 


tive replies follow.—ED. 


ANSWER.—The consensus of those most familiar with the 
problem is that alastrim and smallpox are one and the same 
disease. The term alastrim is sometimes applied to mild or modi- 
fied smallpox. There seem to be no reports available that would 
indicate that a positive Kahn test may be expected for patients 
with alastrim. 


ANSWER.—Alastrim is generally considered to be a mitigated 
form of smallpox. It might therefore be expected that in cer- 
tain persons false positive tests of a temporary nature would 
be encountered in alastrim, although such positive tests have 
not come to our attention in the literature. 


ACUTE RHEUMATIC FEVER 
To THE Epiror:—What is the most approved treatment for aciite 
rheumatic fever in a girl 11 years old? How much cortisone 
can be given to a child this age? 
Roy E. Stivison, M.D., New Willard, Texas. 


ANSWER.—The best treatment for acute rheumatic fever is 
bed rest, which has for its purpose the reduction of the load on 
the heart and the minimization of cardiac damage. Salicylates do 
not influence the proliferative aspects of the disease, but the 
antipyretic analgesic and antiinflammatory effects are well estab- 
lished. Either acetylsalicylic acid or sodium salicylate is used. 
There is little difference between the two drugs in their anti- 
rheumatic effects. The treatment should be started early and 
continued until all signs of rheumatic activity have been absent 
for at least a month. There is no ironclad rule concerning the 
exact dosage of salicylates. The best guide is to administer a 
sufficient amount of drug to alleviate the joint pain, decrease the 
joint swelling, and lower the temperature in systemic fever. In 
children, 0.13 gm. per kilogram of weight for 24 hours, given 
orally every four hours night and day in divided doses, is usually 
an effective dose. There seems to be no particular virtue in ad- 
ministering the drug intravenously. In fact, much harm may 
result from this procedure. In cardiac failure associated with 
rheumatic fever-the use of diuretics and a low sodium diet are 
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probably more beneficial than digitalis. The initial dose of corti. 
sone should be 200 mg., and this dose should be continued unti| 
signs and symptoms of the acute rheumatic fever are under 
control, achieving suppression of fever, relief of joint pains. 
slowing of the heart rate, and lowering of the erythrocyte seqj. 
mentation rate. Thereafter, 100 mg. should be administered fo; 
another one to three weeks. The withdrawal of the cortisone 
should be done slowly and not abruptly. The dose of the hor. 
mone should be decreased by decrements of 12.5 mg. If Signs 
appear to suggest the recurrence of the active rheumatic fever. 
the dose of cortisone should be increased sufficiently to induce 
control of the active process. Finally, a sulfonamide or peni- 
cillin should be used to prevent a recurrence. These drugs should 
be used only after all activity of the disease has ceased. 


CONCENTRATIONS OF ELECTROLYTES 
IN GASTROINTESTINAL TRACT 


To THE Epitor:—Physiological saline is a solution of isotonic 
sodium chloride with blood that prevents, when mixed with 
blood, damage to the cellular elements. What concentration 
of sodium chloride in water would be considered physiological 
with conditions present in an empty stomach; that is, which 
concentrations could be expected not to cause any irritation 
when taken by mouth? Once this range of concentrations is 
known, can this knowledge be applied to proper calculation 
of the range of concentrations of other electrolytes, such as 
potassium iodide, to provide nonirritating aqueous solutions 
for oral administration? In any event, which concentration 
of potassium iodide in water is not irritating for such purpose? 


R. J. Kent, M.D., Savannah, N. Y. 


ANSWER.—Extensive studies on the concentrations of electro- 
lytes in fluid taken from various sources of the gastrointestinal 
tract show a wide range of electrolyte concentrations in different 
patients and also in the same patient from day to day and even 
hour to hour. It has been found that the sodium concentration 
in gastric specimens taken with the patient fasting may range 
from 6 to 157 mEq. per liter, the chloride concentration from 
13.2 to 167.2 mEq. per liter, and the potassium concentration 
from 0.5 to 65 mEq. per liter (Lockwood and Randall: Bull. Ne 
York Acad. Med. 25:228 [April] 1949. Randall: §. Clin. North 
America 32:445 |April] 1952). With such a variable pattern of 
electrolyte concentrations, sodium chloride may be given safely 
by mouth as either a 0.9% or a 0.45% solution. Neither of 
these strengths should cause gastric irritation. 

So far as potassium iodide is concerned, this salt is used in 
therapy for the action of the iodide ion and not the potassium 
ion. When the action of potassium is desired, potassium chloride, 
potassium acetate, and potassium nitrate are used. In either case 
it is neither practical nor necessary to calculate the strength of 
an aqueous solution of potassium iodide on the basis of potas- 
sium concentration in gastric fluid. Potassium iodide is commonly 
given as an aqueous solution. The more concentrated the solu- 
tion the greater is the irritant action on the stomach. A saturated 
solution of potassium iodide is usually prescribed, and it contains 
about 1 gm. of potassium iodide per cubic centimeter. A dose 
of 0.3 to 0.6 cc. diluted in one-half to one glass of water or 
milk has proved to be a nonirritating therapeutic dose. 


HIATUS HERNIA 


To THE Epitor:—What is the mortality rate in hiatus hernia 
operations? What is the prognosis after surgery? Does thé 
hiatus hernia ever become malignant? M.D., Illinois. 


ANSWER.—The mortality rate in surgical treatment of un- 
complicated hiatus hernia should not exceed 1 or 2%. In the 
presence of severe complication including ulceration or cicatri- 
cial stenosis of the terminal esophagus requiring actual resec- 
tion, the mortality rate will be probably somewhere between 
4 and 10% in the older age patient. The prognosis after proper 
repair of a symptomatic hiatus hernia should be excellent. All 
symptoms attributable to the herniated stomach should be 
promptly and permanently relieved. Hiatus hernia does not pre- 
dispose toward malignant disease. Malignant neoplasm of the 
herniated stomach or terminal esophagus occurs no more fre- 
quently than in patients of the same age without hiatus hernia. 
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CONCENTRATION OF A SPECIMEN OF SEMEN 


To THE Epiror.—A young couple are anxious to have a baby. 
The husband suffered an injury to both testicles in 1947, and 
now his sperm count is less than one million, but the sperm 
that are present are normal morphologically and very active. 
] have read of concentrating sperm in a specimen of semen, 
also that pregnancies have been induced with specimens of 
semen that have been quick frozen and kept for long periods 
of time. Is it possible that semen from this man could be col- 
lected periodically, quick frozen, and eventually thawed, con- 
centrated, and applied to the cervix in a cervical cap, thereby 
increasing the chances of pregnancy? 

W. R. Nesbitt, M.D., Fairfield, Calif. 


ANSWER.—A cervical cap would serve no advantage. In fact, 
unless the rubber cap was especially treated to remove all par- 
ticles of sulfur and other chemical materials inimical to sperm, 
it would be an added hazard. It is best not to use the cap. A 
special apparatus is needed for quick freezing sperm so as to 
by-pass the point in freezing at which the spermatozoa would 
burst. The safest way to concentrate a specimen, if it is needed 
to do this at all, is to centrifuge the specimen just short of de- 
capitation. Then the sperm can be decanted and redecanted at 
will. Here again, if several specimens are to be used, incom- 
patability of the ejaculates must be considered. After all, only 
one healthy spermatozoan is needed for successful impregnation. 
In fact, cross artificial insemination in such a case would be 
preferable, unless your patient has outstanding qualities to war- 
rant the work that will be entailed in this procedure. If he is so 
unusual, it is suggested that you contact a research institute 
equipped to try such a complicated procedure. 


GLAUCOMA 

To THE Epitor:—A patient with primary pigmentary degenera- 
tion (retinitis pigmentosa) had a deep abrasion of the cornea. 
Subsequently glaucoma developed in the injured eye and 
several weeks later in the uninjured eye. It has been tenta- 
tively established that he did not have glaucoma on a previous 
routine examination a year prior to the injury. Would it be 
correct to assume that the glaucoma in the injured eye was 
secondary or related to the injury? Would there be any rela- 
tionship between the glaucoma in the uninjured eye and the 
accident? M.D., New York. 


ANSWER.—Glaucoma has been reported as one of the late 
complications of primary pigmentary degeneration, although not 
as frequently as posterior polar cataract. On the other hand, 
the incidence of glaucoma following corneal abrasion is almost 
unknown. One can postulate in the case presented here that 
there was a preexisting narrow angle with a tendency to glaucoma 
and that the reflex ciliary congestion following corneal injury 
precipitated the glaucoma. Even if one admits this remote pos- 
sibility as the causative factor of the glaucoma in the injured 
eye, it is very difficult to imagine how this could cause a 
glaucoma in the uninjured eye. It would be of interest to know 
the depth of the anterior chamber and the intraocular tension 
before the injury to the cornea. Although there is a slight pos- 
sibility that the glaucoma is causally related to the abrasion in 
the injured eye, this can hardly be a tenable explanation for 
the rise in tension in the uninjured eye, and it would be much 
more logical to assume that the glaucoma is simply a freshly 
discovered primary glaucoma or a complication of the retinitis 
pigmentosa. 


CECOPEXY 

To THE Epitor:—The tissue committee at this hospital, in check- 
ing the surgical charts, has come on numerous instances of 
the procedure of cecopexy being performed. Most of the sur- 
geons in this area are unfamiliar with this procedure as re- 
gards definitive therapy, especially when it is practiced fairly 
routinely by one man. Can you give the indications for 
cecopexy? M.D., Ohio. 


ANSWER.—The operation of cecopexy was fairly common 
around the turn of the century and possibly in the first several 
decades of this century, being performed for a variety of ab- 
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dominal discomforts associated with the irritable bowel syn- 
drome and constipation. It has fallen into disrepute because of 
its failure to accomplish what it was supposed to do. This con- 
sultant does not believe that there are any true indications for 
this operation. The mobile cecum is an anatomic variation, and 
any surgical procedure to change this in the past has been un- 
successful. 


AEROSOL TREATMENT OF BRONCHITIS 


To THE Epitor:—A patient with chronic brdnchitis had increased 
difficulty when mucus-liquefying aerosol medicament had to 
be discontinued because of progressive post-treatment streak- 
ing. As an alternate, 3 cc. of 5% aqueous solution of am- 
monium chloride was tried (nebulization), No post-treatment 
streaking resulted, but the number of treatments were too 
small for comparison. Other patients residing in this dry 
climate were given the same treatment with the same gratify- 
ing results. In these patients ordinary oral expectorants were 
inadequate, and the bronchial mucus had proved to be 
the turning point between hospitalization and comfortable 
moderate ambulation. Whether more widespread clinical trial 
will confirm this is an intriguing possibility. 

Charles A. Janda, M.D., Tucson, Ariz. 


ANSWER.—The application of ammonium chloride directly as 
an aerosol agent seems well justified not only by the results 
obtained but by the results of all aerosol agents in general. The 
method permits delivery of far greater concentrations of drug 
than can be obtained by any other means. This may be the 
reason for success of the method in liquefying the mucus. The 
method probably is less likely to cause hemorrhage, because it 
attacks only the mucus. Other débridement agents usually con- 
tain trypsin or other lytic agents that liquefy all dead tissue, 
including pus cells and fibrin. In certain cases these agents will 
remove fibrin plugs to dilated and ruptured capillaries in cancer, 
bronchiectasis, and chronic infections, so that bleeding will 
result. Ammonium chlorides, therefore, seems to be the method 
of choice in bronchial disease due to obstruction predominantly 
by mucus. 


ABERRANT THYROIDS 


To THE Epiror:—Should lateral aberrant thyroid always be 
considered either premalignant or malignant? Is it a develop- 
mental anomaly or is it a metastatic phenomenon? 


M.D., Montana. 


ANSWER.—In years past, lateral aberrant thyroids were 
thought to be benign aberrant bits of thyroid tissue. It is now 
almost universally accepted that these are in reality metastases 
from a primary carcinoma of the thyroid. These carcinomas are 
usually papillary, sometimes follicular, but are always well 
differentiated and relatively benign in their clinical course. 


ACNE VULGARIS 

To THE Epitor:—For the treatment of acne vulgaris in females 
with premenstrual flares or menstrual disturbances some 
authors advocate the use of estrogens in the first half of the 
intermenstrual cycle; others advocate similar treatment in 
the second half of the cycle up to menstruation; still others 
advocate the use of progesterone for acne vulgaris apparently 
associated with menstruation. Which of the treatments leads 
to the best results? Please comment on the use of estrogen 
locally, either in alcohol or an ointment base, in the treatment 
of acne vulgaris. 

Alexander A. Fisher, M.D., Woodside, L.1., N. Y. 


ANSWER.—Acne vulgaris occurring premenstrually may be 
treated by the administration of estrogen in the first half of the 
menstrual cycle. The administration of estrogen at this time will 
have a tendency to suppress ovulation and thereby eliminate the 
signs and symptoms of menstrual distress. Skin eruptions that 
normally occur at this time are checked to a varying degree. 
The local use of estrogen for acne vulgaris is questionable as 
far as obtaining a satisfactory therapeutic result. While estrogens 
are effectively absorbed by skin application, there is little basis 
for believing that estrogen deficiency is the cause of the skin 
disorder, or that estrogens have a specific therapeutic affect on 
this condition. Progesterone may be partly effective in the treat- 
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ment of acne vulgaris when administered premenstrually. This 
substance does have a beneficial effect on premenstrual tension, 
and through this mechanism may relieve the skin condition. 
Likewise, a small amount of testosterone administered pre- 
menstrually may also be effective in preventing the derma- 
tological lesions, as well as alleviating the premenstrual distress. 


EFFECT OF TELLURIUM ON HEALTH 


To THE Epitor:—A patient works in a smelter in which a ductile 
metal is made. Tellurium is added to the metal for the pur- 
pose of reducing the porosity. The tellurium has a very un- 
pleasant odor, somewhere between the odors of garlic and 
acetylene gas. The odor is carried by the workmen in their 
clothing and in their skin. Even after the men take a shower 
or warm bath, the perspiration has the odor described. There 
are social implications to this disagreeable odor, and there 
are rumblings of discontent among the men employed in this 
industry. I would like to know if this is harmful to health or 
if there is any way in which this unpleasant effect can be 
eliminated. 


Carl F. Hammerstrom, M.D., Jamestown, N. Y. 


ANSWER.—The offensive odor mentioned is characteristic and 
may arise in the absence of any known organic injury. This 
odor may arise when the exposure exceeds 0.1 mg. per 10 cu. m. 
of air, and it may persist for months after the termination of 
exposure. It is reported that the daily intake of ascorbic acid 
will fully eliminate the odor but must be continued day by day 
or two or three times weekly. Otherwise, the odor in full measure 
will return. The second disturbing feature following tellurium 
intake relates to somnolence. The resulting inattention is said 
to have brought about a threefold increase in accident frequency 
over the rate prior to the introduction of the industrial use of 
tellurium. Otherwise, tellurium sometimes provokes suppression 
of sweat, nausea, dryness of mouth, and loss of appetite. It 
appears possible that tellurium may be lacking in any profoundly 
injurious properties, perhaps never leading to disability, but is 
of importance because of the readily induced foul breath and 
because of the accident liability provided by somnolence. 


USE OF CORTISONE IN CORNEAL DISEASES 

To THE Epitor:—A 40-year-old woman was treated for herpes 
corneae with intraocular injections of cortisone. The disease 
was not controlled, and the outcome was loss of the eyesight 
in this eye. The consultants disagreed about the cortisone 
treatment. One said it is definitely contraindicated in herpes. 
What is your opinion? M.D., New York. 


ANSWER.—Corneal diseases that are favorably influenced by 
instillation of cortisone, as shown by compilation of clinical 
reports, are: keratitis of tuberculosis, acne rosacea, sclerosing 
keratitis, keratitis profunda nonspecific, and syphilitic interstitial 
keratitis. Those diseases in which cortisone has little or no favor- 
able influence are: dendritic keratitis, keratitis metaherpetica, 
recurrent corneal erosion, and corneal dystrophies. There is no 
indication for administration of cortisone intraocularly or sub- 
conjunctivally. Cortisone instilled into the eye is absorbed in 
appreciable quantities by orbital tissues and intraocularly. 


TREPHINING THE SKULL 

To THE Epitor:—After an acute head injury, when a pulseless 
cerebral hemisphere is found on trephining the skull, is 
lacerated brain always denoted? Does so extensive a laceration 
as to cause pulseless brain mean that the patient cannot live? 


M:.D., Arizona. 


ANSWER.—lIn this consultant’s experience the only time a 
surgeon notices visible pulsation through a trephined opening in 
the skull is when the intracranial pressure is either low or nor- 
mal. Increased intracranial pressure from any cause abolishes 
visible pulsation; therefore, the absence of visible pulsation has 
no serious connotation when trephining a skull for a suspected 
extradural or subdural clot. 
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PROSTATITIS 


To THE Epitor:—My patient has chronic prostatitis character. 
ized by recurrent bouts of typical pain and aching in the low 
back but very little discharge. His prostate has been massaged 
in numerous offices. Antibiotics and oxytetracycline (Terra. 
mycin) have been used. His prostate has been injected with 
penicillin on three occasions. He maintains that no relief has 
been obtained from any of this and that he gets well in abow 
three weeks. Would therapy similar to the treatment of car- 
cinoma of the prostate with diethylstilbestrol (Stilbestrol) help 


: ea . 
his condition: M.D., California. 


ANSWER.—There is no clinical or experimental evidence that 
diethylstilbestrol therapy is helpful in cases of chronic prosta- 
titis. The probability of feminizing the patient would contra- 
indicate the use of this drug. A minimal dose of diethylstilbestro] 
would probably have no effect whatever, and one would be very 
reluctant to use doses sufficient to cause testicular atrophy and 
hypertrophy of the breast. Backache is seldom caused by chronic 
prostatitis. For many years there has been a tendency to over- 
treat inflammation of the prostate gland. In a very large ma- 
jority of cases, the condition will resolve spontaneously, and it 
is the opinion of most urologists that, unless symptoms such 
as urinary frequency and dysuria exist, prostatic massage should 
be either avoided or used sparingly. 


HANDEDNESS 


To THE Epitor:—The subject of handedness is perhaps of 
sufficient importance to justify an additional statement to 
those made in THE JouRNAL, May 22, 1954, page 415. De- 
velopmental studies (Gesell and Ames: J. Genet. Psychol. 
70:155-175, 1947; J. Pediat. 36:165-176, 1950) by clinical 
observation and motion picture analysis have shown that 
there is a growth principle of functional asymmetry that is 
innate. This is abundantly illustrated by the spontaneous 
tonic-neck-reflex behavior of the normal infant in the early 
months. Handedness is not a simple trait but must be regarded 
as a focal symptom of the current status of an everchanging 
action system, which, nevertheless, displays consistent sym- 
metry and asymmetry trends over a long reach of growth. 
Data were assembled for 19 children, in whom the dominance 
during early infancy as ascertained by motion picture analysis 
was compared with the dominance shown in cinema records 
at 1, 5, and 10 years. In 14 of 19 the right or left face- 
direction of the tonic-neck-reflex was definitely predictive of 
later handedness. In five the later handedness was ambiguous 
or contradictive. There were four in whom left-handedness 
was correctly foretold by a predominant left tonic-neck-reflex 
in early infancy. 

Arnold Gesell, M.D. 

Gesell Institute of Child Development 
310 Prospect St. 

New Haven 11, Conn. 


THRUSH IN HOSPITAL NURSERY 


To THE Epitor:—/ wish to add a comment on your answer to 
the query on thrush in THE JourNAL, June 5, 1954, page 620. 
There exists a therapy that is less messy to the nursery linen 
and the baby. Keeney reported (Bull. Johns Hopkins Hosp. 
78:333, 1946) a treatment for thrush with sodium caprylate. 
I confirmed his work and reported it with Persky (A. M. A. 
Arch. Pediat.-68:33 [Jan.] 1951). We have used it at the Kern 
General Hospital for four years with excellent results and no 
discolorations, which gentian violet always gives. We used 
a 10% solution on the patients with mild disease and a 20% 
solution on the patients with stubborn disease. In patients 
with heavy plaques on the tongue, rubbing the tongue firmly 
three times a day with a cotton swab dipped in 20% aqueous 
solution of sodium caprylate will clear the lesions in three 
to four days. The Strasenburgh Company, Rochester, N. Y., 
was the source of supply for these solutions. 


Robert Cohen, M.D. 
2413 Niles St. 
Bakersfield, Calif. 





